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423 pages 342 illustrations 84s. net 
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Sizth Edition Now available 


RINCIPLES OF MEDICAL STATISTICS 
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Specific, because you can actually 
pinpoint the therapy for coccic 
infections. That is beéause you 
know most bacterial respiratory 
infections are caused by staph-, 
strep- and pneumococci. And 
these are the very organisms most 
sensitive to ERYTHROCIN, even in 
many cases where they resist 
penicillin and other antibiotics. 


Low toxicity, because 
ERYTHROCIN rarely alters intest- 
inal flora. Thus, patients seldom get 
gastrointestinal side effects, or loss 
of vitamin synthesis in the intest- 
ines. Virtually, no allergic 
reactions can be expected. 


ERYTHROMYCIN is available as 
250 MG and 100 MG Filmtabs, 
and as oral suspension. 


ERYTHROCIN 


Oftott (Erythromycin Stearate, Abbott) 


ABBOTT LABORATORIES LIMITED - PERIVALE - GREENFORD - MIDDX. 
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throughout the world... 


The products of Lepetit are available in more than 100 countries 
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MARMITE 


yeast extract 





in Preventive Medicine 


The prominent part played by diet in 
preventive medicine is now fully recognised. 
A well-balanced diet can contribute mark- 
edly to general good health and, conversely, 
a faulty diet can precipitate illness and 
hinder recovery. Marmite is a_ useful 
protective food providing the important B 
vitamins in a convenient and appetising form. 


in Restricted Diets 


In the dietary control of obesity, diabetes 
or other conditions a reduced intake of 
vitamins may lead to complications. Addi- 
tion of Marmite to these restricted diets 
supplements their content of B vitamins and 
adds flavour to meals which are apt to be 
dull and uninteresting. 











MARMITE LIMITED, 35, SEETHING LANE, LONDON, E.C.3 
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Nf PREPARATION 


OF OPIU 
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Nepenthe contains all the constituents of opium and 
has been prescribed for over 100 years. It has been 
found by generations of Practitioners to be the best 
preparation of Opium as it does not cause the unpleas- 
ant after-effects usually attributed to opiates. It can 
be given over a considerable period and the effect 
remains invariably constant. 
Packed in 2-oz., 4-0z., 8-oz. and 16-oz. bottles, and 
for injection in }-oz. rubber-capped bottles, 
sterile, ready for use. 
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The natural vitamin E avail- 
able only since 1948 must 
not be confused with the wheat germ oil 
in use before that date with its limitations 


as to potency and stability. 


The natural vitamin E of today com- 
prises a concentrate distilled from the 


oils of cottonseed, palm, soya bean, etc. 


The standard laid down by the League 
of Nations is that 1 international unit 


= 1 mgm. of d.l. alpha tocopheryl acetate. 


Alpha tocopherol (Vitamin E) for 
CARDIOVASCULAR-RENAL DISEASES 


The VITA-E Gelucap (75 i.u.) heads 
the list of brands approved by the 
Vitamin E Society and is that recom- 
mended by the Shute Foundation for 
Medical Research and used with such 
conspicuous success at the Shute 
Institute. 
LITERATURE ON REQUEST 


Sole Manufacturers : 


THE BIOGLAN LABORATORIES LTD. 
HERTFORD, HERTS, ENGLAND. 


Specialists in Hormones and Vitamins 
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CHLORAMPHENICOL 
INSUFFLATION SET 











For Topical use with the 
Armour Powder Insufflator 







INDICATIONS 

CHRONIC SUPPURATIVE 2 
OTITIS MEDIA EACH SET CONTAINS ONE INSUF- 

OTITIS EXTERNA FLATOR AND ONE TUBE OF 6 

ABSCESS CAVITIES CAPSULES EACH 0°125 gm. CHLOR- 


(Designed and patented AMPHENICOL. 
by Armour and Company 
British Patent No. 668341) 











THE ARMOUR LABORATORIES 


. Uomeur & Company 108.) Telegrams : 
HAMPDEN PARK, EASTBOURNE, SUSSEX *ARMOLAB’ EASTBOURNE 


Infancy 
n Neo-Ferrum is particularly 
suitable being a palatable 
: preparation rarely giving rise 
: to gastro-intestinal symptoms. 


Adolescence 


Iron deficiency can readily occur 
as a result of poor absorption of 
an inadequate diet. Neo-Ferrum may 
be given prophylactically. 


Telephone : 
HAMPDEN PARK 740 

















Pregnancy 


Neo-Ferrum provides a 
satisfactory means 

of treating the iron deficiency 
anaemia of pregnancy. 





PACKINGS : Liquid, tablets and pipette packing for infants. 


THE CROOKES LABORATORIES LIMITED - PARK ROYAL - LONDON - NW10 
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SMITH & NEPHEW 


Armamentarium against tuberculosis 


Smith & Nephew play a preminent part in the chemotherapy of 
tuberculosis. They offer a range of tuberculostatic drugs which 
includes:— 
PYCAZIDE (isoniazid) PYCAMISAN (P.A.S. + isoniazid) 
PARAMISAN SODIUM (P.A.S.) THERAPAS (alternative to P.A.S) 
(Calcium 4-benzamidosalicylate) 
NUPASAL - 213 (less toxic form of isoniazid) 
(o-hydroxybenzal isonicotiny! hydrazone) 





PYCAZIDE is the Smith & Nephew name for isoniazid. 
PYCAZIDE syrup (blackcurrant flavoured) is available to permit 
greater flexibility of dosage than is possible with PYCAZIDE tablets, 
and is particularly suitable in the treatment of children. One tea- 
spoonful is approximately equivalent to 20 mg. of isoniazid. 





P.A.S. and isoniazid are combined in PYCAMISAN cachets in 
five different strengths enabling “made to measure” dosage to be 
prescribed with the least waste of time and effort. PYCAMISAN 
cachets are practically tasteless and easy to swallow and their use 
offers distinct advantages in domiciliary treatment of tuberculosis. 





*‘PARAMISAN SODIUM’ is the sodium salt of P.A.S. 
(Sodium Aminosalicylate B.P.). It is recommended in the combined 
chemotherapy of all the forms of tuberculosis. It is rapidly absorbed, 
rapidly excreted, and of low toxicity. 


The cachet form of ‘ PARAMISAN SODIUM’ (‘PASHETS’) 
makes oral dosage possible without any unpleasant taste in the mouth. 
Twelve cachets provide a day’s requirements of the drug. ‘PARA- 
MISAN SODIUM’ is also available in tablet form and in ampoules 
for local or intrathecal injection. 





Wherever P.A.S. is indicated THERAPAS may be used. It is 
better tolerated by the patient and has a slightly sweet, not unpleasant 
taste. THERAPAS is as effective as P.A.S. in delaying the emergence 
of streptomycin resistance. Its value in the treatment of genito- 
urinaty tuberculosis is well established. 





As an alternative to isoniazid NUPASAL-213 may be used in 
cases which have already exhibited toxicity to isoniazid, for the 
toxicity of NUPASAL-213 is virtually nil. 





Dosages “nd presentations of any or all of these drugs will gladly be 
sent on request as space does not permit those details to be given in 
this advertisement. 





uy 


(Sew) 
— 
a SMITH & NEPHEW LTD - WELWYN GARDEN CITY - HERTS 
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Save time on urine tests with... 


CLINITEST anc ACETEST 


TRADE MABE 


Reagent Tablets 
for the detection of Glycosuria 


TRADE MARE 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in one minute! 


iif 
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S 
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CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Committee of 
the Diabetic Association. The ‘Clinitest’ set, refills 
and accessories are all available under the N.H.S. on 
Form E.C.10. (Basic Drug Tariff Prices: Set 6/8 
complete. Refill bottles of 36 tablets 2/4.) 








CLINITEST Kcerr 


SUNivasy 
HOSPITAL EQUIPMENT Bas i 
= A 
An invaluable time-saver in wards and clinics. = ts 
is 


Write for details and hospital prices. Sg 


6) 


THE AMES COMPANY (LONDON) LTD. 
Nuffield House, Piccadilly, London, W.1. Telephone: REGent 5321 


Sole distributors for United Kingdom and Eire 
DON S. MOMAND LTD. Nuffield House, London, W.! 





Specialists, General Practitioners, Clinics and 
Hospitals in all parts of the country have used and 
prescribed ‘Clinitest’ Reagent Tablets since 1947. 
Many valuable hours have been saved. Now after 
intensive research work and clinital trials the 
makers of ‘Clinitest’ Reagent Tablets have pro- 
duced ‘Acetest’ Reagent Tablets for the detection of 
Ketonuria. With ‘Clinitest’ and ‘ Acetest’ Reagent 
Tablets, reliable routine sugar and acetone tests can 
be carried out simultaneously in one minute! 





The advantages of ACETEST 
Reagent Tablets 


Quick and reliable, a single tablet provides all the 
reagents to perform a test. Low cost permits this 
tablet test to be used as a screening procedure or as a 
routine for diabetic patients. No danger of false 
positives with normal urine. No caustic reagents. 


TO PERFORM A TEST: 

I Put 1 drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour chart 
provided. 

3 Record results as negative, 
trace, moderate or strongly 
positive. 


Supplied in bottles of 100 tablets were oe 
i ‘ 
with colour scale. be inTeane 


*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. Basic 
Drug Tariff price 3/10 per bottle 
of 100 tablets (with colour scale). 





REFERENCES 


(1954) ‘ Clinical Tests for Ketonuria ’, 
‘Lancet’, April 17th, pp. 801/804 
(1954) * Medicine Illustrated’, May, p. 289 
(1954) * Practical Clinical Biochemistry’, 
Heinemann, p. 74 
(1954) * Clinical Tests for Ketonuria ’, 
*Lancet’, July 10th, p. 95 
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We, $. MERRELL COMPANY, LONDON 
. PAR IM ENG. Ape? 
Seven - liad ated 






* 


One bottle of 60 TACE capsules (2 capsules a day) can relieve @) 
many of your menopausal patients. (Merrell ) 
Some may require a second course, but few will need a third. 





The introduction of TACE marks the TACE is indicated in other cases which 
beginning of a new era in the treatment of require estrogen therapy—for example in the 
menopausal symptoms. TACE is inhibition of lactation and the treatment 
stored in the body fat and subsequently released of prostatic carcinoma. 


in a manner resembling normal hormone 


secretion. There is virtually no withdrawal 
bleeding (in four investigations 1, 2, 3, 4 there 
were only 7 cases of withdrawal bleeding in 


257 patients) and TACE is also extremely is available in green capsules (each containing 
well tolerated in other respects. 12 mg. chlorotrianisene dissolved in oil) 


in bottles of 60 and 300. 
Because of fat storage the action of TACE 


is prolonged. In 13 out of 16 patients beneficial 
effects remained up to 4 months 
after therapy had been discontinued.! 


1, Wis. med. J. (1954) 53:322. 

2. Amer. J. Obstet. Gynec. (1954) 8:201. 
3. J. Indiana med. Ass. (1954) 477869. 
4. J. Clin. Endocr. (1954) 14:272, 


Distributed in the United Kingdom and the Republic of Ireland by 


RIKER LABORATORIES LIMITED, LOUGHBOROUGH, LEICS. 


for the Wm. S. Merrell Company, London. 
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ASPECTS OF A CONDITION 





The tapping foot « « - drumming in time to the confused jazz tempo of a 


disturbed mind. 

Covatin provides daytime sedation without hypnosis - Covatin is to be preferred to pheno- 
barbitone in that it does not interfere with the alertness of the patient - Covatin is not 
habit-forming and has no side effects - Covatin is available as 50 mg. sugar-coated tablets 


in bottles of 50 and 500. C * 


TRADE MARK 


Formula : p-butylthiodiphenyl-methyl-2-dimethylaminoethyl sulphide hydrochloride 





WILLIAM R. WARNER & CO. LTD + POWER ROAD + LONDON: W.4. 
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(UPPER) Without Hyalase (LowER) With Hyalase 





INTRAVENOUS THERAPY may often 
be difficult owing to the inaccessi- 
bility of suitable veins or the restless- 
ness of the child. Subcutaneous 
administration must be undertaken. 

A CLEAR CASE FOR ‘HYALASE’ the 
enzyme hyaluronidase. ‘Hyalase’ en- 


hances the spread and absorption [ 


of fluids given by the subcutan- 
eous route. Large volumes of solu- 
tions, such as glucose, sodium 





chloride, etc., can be given quickly and 
painlessly by this method. ‘Hyalase’ 
may be injected into the site, or in- 
jected through the tubing of the 
giving-set at the commencement of 
infusion. . 
FULLY DESCRIPTIVE LITERATURE, 
containing new and interesting uses 
for ‘Hyalase’, is available and a 
Technical Information Service 
is always at your disposal. 








A clear case for HYALASE 








A 


PRODUCT 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL + CHESHIRE 
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Tebafen 


REGO. TRAQE MARK 


A Composite 
Oral 


Chemotherapy 


for Tuberculosis 


One tablet of Tebafen (50 mg.) contains 40 mg. 
isonicotinic acid hydrazide (isoniazid) and 10 mg. 
nicotinaldehyde thiosemicarbazone. Both drugs possess 
a distinctive anti-tuberculous effect, and when admin- 
istered together, have a synergistic action. Available in 
containers of 100 and 1000 tablets. Detailed literature 
available on request. 











GEIGY PHARMACEUTICAL COMPANY. LTD. Wythenshawe, MANCHESTER 23 
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a question of CONFIDENCE 


Doctors can depend on AcHRomycin* tetracycline to win the confidence and 


co-operation of the younger patient, for a comprehensive range of preparations 
has been formulated to make a special appeal to children and infants. For instance, 
cherry-flavoured Syrup and Liquid Pediatric Drops . . . chocolate-flavoured 
Spersorps* . . . Oral Suspension with a delicious ‘taste appeal’: such preparations 
as. these readily transform the treatment into a treat! At the same time they win 
the physician’s confidence as they ensure effective therapeutic dosage of 
ACHROMYCIN tetracycline the broad-spectrum antibiotic that has earned its pre- 
eminence on the solid basis of consistently good reSults. ACHROMYCIN will frequently 


secure a prompt successful response where other measures have proved ineffective. 


ACHROMYCIRI 


* REGD, TRADE MARK TETRACYCLINE 


Liguip Pepratric Drops (100 mg. per cc.), 1 Gm. in 1o cc. bottles. ORAL 
SUSPENSION (250 mg. per 5 cc.), 1.5 Gm. in 1-oz. bottles. Spersorms* Dispersible 
Powder (50 mg. per 3 Gm. powder), Jars of 36 Gm. and 75 Gm. SoLuBLe 
PaBLETs (50 mg.) Bottles of 100. SyRuP (125 mg. per 5 cc.) Bottles of 2 & 16 
fl. oz. CAPsuLEs (50 mg.), vials of 25 & 100. TABLETs (50 mg.), vials of 25 & 100. 
Also available in the following forms: 

EAR SOLUTION * INTRAMUSCULAR INTRAVENOUS OINTMENT OPHTHALMIC OINTMENT OPHTHALMIC 
POWDER STERILIZED - TROCHES 


LEDERLE LABORATORIES DIVISION 











a poy 
\ 

— neem 
\ aneorervany }) 





Cyanamid PRODUCTS LTD. LONDON, W.C.2. 








[Dec. 8, 1956 


THE LANCET] 


THE LANCET GENERAL ADVERTISER 








POLYBACTRIN 


antibiotic powder spray 






A FRACTIONAL RELEASE GIVES 
COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


The Polybactrin unit offers a new technique for 
topical application of antibiotic therapy, en- 
abling an efficient, economical and dry cover- 
age of the wound area to be made. 


2. The extensive range of bactericidal activity aff- 
orded by the triad of bacitracin, neomycin and 
polymixin gives an extremely wide coverage of 
wound pathogens without the risk of inducing 
resistant strains of organisms. 


3. Ps. pyocyaneus, particularly present in burns, 
is completely inhibited by polymixin, consid- 
erably reducing the healing time. 


INVALUABLE IN ALL BRANCHES OF SURGERY 


Polybactrin provides a unique and econo- 





mical means of applying a combination 
of Zinc Bacitracin, Neomycin Sulphate 
and Polymixin ‘B’ Sulphate—the three 
antibiotics of choice for topical use. The 
antibiotics are presented in an ultra-fine 
powder form dispersed under pressure 
with a propellant, and unlike other 
means of powder insufflation in common 


4. Polybactrin is not readily absorbed and there is 


no risk of systemic toxicity occurring. 

The propellant gas is non-toxic and does not 
support combustion. 

There are no contra-indications to the use of 


Polybactrin. Systemic therapy may be given 
concurrently if necessary. 


use, the re is Bo rae of cont eager: ion of FORMULA: Each. pack contains: Neomycin 
the antibiotics by airborne pathogens i ixin ‘B’ Sulphate 150 
obtaining entry into the unit by suction. Sulphate 750 mg. Po ym xin ou. Pp 150,000 
units. Zinc Bacitracin 37,500 units. Propellent 
83.5 g. Net contents 85 g. 


ee ee ee ee ee ee 


POLYBACTRIN: 


Supplies initially for Hospitals only—no samples available 





CREWE: LONDON: 
"ele; e: 2M . W. 
Greswe 251-5 CALMICG LIMITED Tel: LaNgham #038 





CANADA: Terminal Building, York Street, Toronto 
Pi 


AUSTRALIA: 458-468 Wattle Street, Ultimo. Sydney, N.S.W. 


12 

















Tue Lancer] THE LANCET GENERAL ADVERTISER [Dec. 8, 1956 


ORAL control oF ofDEMA 








Oedema in cardiac patients can now be successfully controlled 


by Mercleran, a mercurial diuretic which is effective when given orally. 
Two to three Mercloran Emplets daily maintain a smooth oedema-free 
state and eliminate the see-saw effect of preparations given intermittently. 
Mercloran in most cases completely eliminates the need for injection. 
However, in the acute case where it is deemed necessary to initiate treatment 
parenterally, the chemically related compound, Mercardan, is available. 


MERCLORAN 


(CHLORMERODRIN N.N.R.) 


EMPLETS: (enteric enated: tablets) 
In bottles of 25 and 250 
be AND MERCARDAN FOR PARENTERAL USE 
: ve 4 PARKE, DAVIS & Company, Limited (inc. U.S.A.) Hounslow, Middlesex - Tel. Hounslow 2361 
< 571 
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An experiment to 


PULL LLULI COLE LLUGE LL 


Transvasin on skin temperature 


show the effect of 
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The graph above is of an experiment to measure 
the effect of Transvasin on skin temperature 
on a subject. The solid line plots the skin tempera- 
ture before and at intervals after a single application 
of one inch of cream (0.924 grams) from a tube of 
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Tih 


T 1S generally agreed that cases of soft-tissue rheuma- 
] tism and of many types of arthritis benefit by hyper- 
aemia of the affected tissues. Transvasin, which contains 
two quick-acting esters of nicotinic acid, induces such a 
deep and prolonged hyperaemia at the same time as it 
produces superficial erythema. 

In addition to the esters of nicotinic acid, Transvasin 
contains the fat- and water-soluble esters of salicylic and 
p-aminobenzoic acids. Both these well-tried analgesic 
drugs are readily conveyed through the skin in therapeutic 
quantities and enable an effective concentration to be 
built up where they are needed. 

Transvasin is now being widely prescribed, with 
successful clinical results. Since a very small quantity is 
sufficient for each application, the cost of treatment is 
extremely low. 


LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, S.W.1. 


* Transvasin’ is a registered trade mark of Lloyd-Hamol Limited 
{YNVIUUONUNIUOOONNNUUOONNUUUOUOEYUUONYUOOEOAEUOOGUYETUOOEOUUTOEAEUEO TET UOEEEEA EEA EL TENANT REA ETAT 
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Transvasin. The broken line gives similar information 
with regard to the application of a plain vanishing 
cream used as a control. Skin temperatures were 
measured with an electro-thermo couple every 
five minutes for two hours. 


UUUUUUUUUUUUEAUUUUUUUO OLEATE 


ail 





COMPOSITION 
Salicylic acid tetrahydrofurfuryl-ester... 14% 
Nicotinic acid ethyl-ester 2% 


Nicotinic acid n-hexyl-ester ... ioe con | Ce 
p-Aminobenzoic acid ethyl-ester ... 
Water-miscible base ad ... 











Transvasin is available in 1 oz. tubes, basic N.H.S. price of 
2/6, + Purchase Tax, and is not advertised to the public. 
Samples and literature will be gladly sent on application. 


i lnagshatcatectoiial 


WHitehall 8654/5/6 
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ADRENOXYL 


Reduces the mean bleeding-time 


Adrenoxyl reduces the mean bleeding-time by decreasing the permeability and 
increasing the contractility and resistance of the capillary wall. 


A dry field at operation 


Adrenoxyl has been successful in dithinishing capillary bleeding in a wide range 

of surgical operations. It has proved particularly useful in ear, nose and throat, 

ophthalmic and plastic surgery. In plastic surgery of the face it has been reported 

—_ ey there is less swelling and bruising when Adrenoxyl has 
n , 


No side effects 


Adrenoxyl does not have any side effects or contraindications. It does not 
affect blood coagulation, blood pressure or pulse rate and does not possess any 
sympathomimetic properties. 


In medical conditions 
Adrenoxyl has been used with success in those medical conditions associated 
with capillary fragility. 


In the British Medical Journal (April 21st, 1956) a correspondent confirmed the 
value of Adrenoxyl in providing a dry field for the surgeon and in shortening the 
duration of the operation. . 


Packs 


Ampoules: Boxes of 6 and boxes of 50. 
Each ampoule contains 0.75 mg. of adrenochrome 
monosemicarbazone dihydrate. 


Tablets: Tubes of 25 and bottles of 500. 
Each tablet contains 2.5 mg. of adrenochrome 
monosemicarbazone dihydrate. 


The best results are obtained when both tablets and ampoules are used. 


HORLICKS LIMITED 
Pharmaceutical Division Slough Bucks 


Literature and samples are available on request to the Medical Information Dcpi. 
*Z 15 
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ryye . 
Timely insurance 


for mother and 











The modern management of pregnancy has been shown to pay rich dividends in health 
and well-being to both mother and child. As the demand for the chief dietary factors may 
be increased during pregnancy up to 100 per cent, the timely administration of additional 
vitamins, bone-forming minerals and haematinic factors is a wise nutritional insurance. 
PRENATAL CapsuLes Lederle contain all these essential factors, and the simple 
routine of 2 Capsules daily from the time pregnancy is confirmed and through the period 
of lactation, provides adequate nutritional insurance for the mother, leads to healthy 
lactation and to progressive weight gains in the child. The Capsules are dry-filled to 


ensure rapid assimilation of ingredients and to avoid any unpleasant regurgitation. 


PRENATAL CAPSULE 


Lederle 
FORMULA: Each capsule contains: Vitamin A . 2,000 1.U. Vitamin By > 1 microgram Dicalcium phosphate anhydrous 
Vitamin 0 400 1.0. ~ — > een, a (CaHP0,) : 869 mg 
Thiamine HCI (B;) 2 mg. rom strepromyees Termestation Iron (in FeS04) 6 mg. 
Riboflavine (B>) 2 mg. wane " = Ferrous sulphate exsiccated 20 mg. 
Ascorbic acid (C) 35 mg. Caicium (in CaHPO,) 250 mg. Manganese (in MaSO4)... 0.12 mg. 
Wiacinamide 7 mg. Phosphorous (in CaP0,) 190 mg. In bottles of 100 and 1,000 


LEDERLE LABORATORIES DIVISION 
(yanamid pnooucrs uo LONDON, W.C.2 
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Catarrh, blocked sinuses, rhinitis— 
these are the complaints that will cause 
congestion in your waiting room 

this winter. Yet, with ARGOTONE 
Nasal Spray you can clear congestion 
in patient and waiting room— 
speedily, safely, surely. Combining 
the acknowledged vaso-constrictor, 
ephedrine hydrochloride, and the 
highly efficient antiseptic, silver 
vitellin, in aqueous isotonic solution, 
ARGOTONE gives rapid prolonged 
nasal patency without rebound 


cngesion, Arcos senies, A RGOTONE 


odourless, and does not sting 
or burn. When used in the handy ‘**Re ady " Spray = 


lythene squeeze ] 
PS. ere bottle, the nasal spray that keeps catarrh at bay 
‘* Ready-Spray ’’, ARGOTONE 


can be carried in pocket or handbag 


ARGOTONE “READY -SPRAY” ARGOTONE is also available as 
to clear congestion whenever Basic N.H.S. price 2s. 10d. containing Nasal Drops in 20 cc. bottle 
= 15 cc. Prescribable on Form E.C.10. complete with dropper, and in 4 oz. 

it’s needed. dispensing pack. 


Literature and samples gladly on request 


RONA LABORATORIES - 12-13 MOLYNEUX STREET - LONDON W.1 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 





Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 






R]U[B]RLMEIN|T 


A new long-acting rubefacient— 


safe and effective 


Rubriment is a product of original research. 

For some years it has been known that some chemicals 
when applied to the skin produce redness and warmth. 
Rubriment is based on a new substance, the benzyl 
ester of nicotinic acid, which has been demonstrated to 
give a long-lasting rubefacient effect without any damage 
or irritation to the skin even after prolonged and re- 
peated application. 

Ten minutes after application of Rubriment there is a 
comforting feeling of warmth and the area is seen to be 


flushed. This redness is due to the dilatation of the small 
cutaneous blood-vessels. This persists, without danger 
of irritation to the skin. Clinical reports have been re- 
ceived of the efficacy of Rubriment for the relief of pain 
in such conditions as muscular rheumatism, lumbago, 
fibrositis, strains and sprains. The immediate and pro- 
longed vasodilatory action of Rubriment also provides 
effective relief for unbroken chilblains. 

Whenever counter-irritation is indicated, Rubriment 
is the preparation of choice for the patient. 





Available in two forms 

Rubriment (2.5% nicotinic acid benzyl ester and 0.1% 
Capsicin) is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs only gentle 





application. Jt is supplied in tubes of 20g. (Approx.). 
BASIC PRICE to N.H.S., 2/2d. 

The liniment lends itself to massage, if this is required. 
It is supplied in bottles of 2 fl. ozs. (approx.). BASIC 
PRICE to N.H.S., 3/-. 








Directions for use Apply Rubriment to the affected 
area. As Rubriment causes a stinging sensation in contact with 
the eyes and face, the hands should be well washed after use. 

One application per day has been found to be effective for 


RUBRIMENT 


SA 





the majority of patients, though a fresh application may be 
made, if necessary, at more frequent intervals. 

Rubriment is not advertised to the public and can be pre- 
scribed on form E.C.10. 


Horlicks Limited, Pharmaceutical Division, Slough, Buckinghamshire 


Arch. Derm., 1951, 192, 423. Z. ges. inn. Med., 1953, 8, No. 3,99. Hautarzt, 1952, 3, No. 7, 304. Hippokrates, 1950, 14, 378. Derm. Wschr., 1950, 
122, No. 37. Schweiz. med. Wschr., 1950, 80, No. 44, 1180. Munch. med. Wschr., 1951, 93, No. 44, 2209. Ther. Gegenw., 1952, 91, No. 9, 344. 


Dtsch. Gesdh. Wes., 1950, 5, No. 49, 1953. 
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the best things in life are not free... 
from hyperacidity 


Most patients know when their hyperacidity is caused by over indulgence in 
food, tobacco or drink. When the cause is not obvious, the doctor may trace 
gastric distress to emotional strain and nervous tension. In any case, the causes 
are not easy to remove, but the symptoms are — with Gelusil. 

Gelusil promptly and effectively controls the excessive gastric acidity of 
“‘ heartburn” and chronic indigestion. Its action is sustained, and side-effects do 
not occur. Gelusil leaves the patient free from constipation and “‘acid rebound”’. 


Dose: 2 tablets after meals, or whenever symptoms arise. 


Formula: Each tablet contains Magnesium Trisilicate 7.5 gr. and Aluminium 
Hydroxide gel 4 gr. 


Packing: In packs of 20 and 50 tablets. Packs of 250 and 500 tablets available to 
chemists for dispensing. 


GELUSIL 


TRADE MAK.~ 





WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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Extract from a letter in the 
BRITISH MEDICAL JOURNAL 
August llth, 1956, p.374. 





is in conformity with [the practice of] an increasing number 
of members of the medical profession. A recent annotation 
in the Journal incriminates liquid paraffin as a cause of lipoid 
pneumonia and as an obstacle to the absorption of fat-soluble 
vitamins .. . and to the healing of wounds. In these days of economy 
in prescribing ... the biologically standardized form of senna... %s 
cheaper by half than paraffin, is far easier to dispense, and 


there is no wastage of storage space.” 


* Senokot — the only standardized, fully active preparation of senna. 
Re-educative and curative in chronic constipation. 


RETAIL PRICES 


BASIC N.H.S. PRICES 
(Tax free D.P.s) (Including Tax) 
GRANULES: 2 Ib, 184 2 oz, 2/7; 6 oz, 7/3 
TABLETS: 1000, 144 50, 2/1; 200, 6/9 


Freely prescribable on E.C.10 (Category 3, J.C.P); 
STANDARDIZED SENNA no B.P. equivalent; not advertised to the public. @ 


WESTMINSTER LABORATORIES LTD., CHALCOT RD., LONDON, N.W.1 
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December 








at this time of the year... 


The increase in upper respiratory tract infection 
. calls for the discriminating use of , 
a safe and efficient nasal decongestant 








INA WORD... NASAL DROPS 


Isotonic Nasal Drops 
of Phenylephrine and Naphazoline. 
Basic N.H.S. price 1/8 per 4 fl. oz. dropper bottle 





BOOTS PURE DRUG COMPANY LIMITED - NOTTINGHAM - ENGLAND 
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PRO-BANTHINE* FOR ANTI-CHOLINERGIC ACTION 


A Combined Neuro- Effector 
and Ganglion Inhibitor 


Pro-Banthine* consistently controls gastro-intestinal 


hypermotility and spasm and the attendant symptoms. 


Pro-Banthine is an improved anti-cholinergic 
compound. Its unique pharmacological pro- 


perties are a decided advance in the control of 


the most common symptoms of smooth muscle 
spasm in all segments of the gastro-intestinal 
tract. 

By controlling excess motility of the gastro- 
intestinal tract, Pro-Banthine has found wide 
use’ in the treatment of peptic ulcer, functional 


22 





diarrhoeas, and regional enteritis and ‘ulcerative 
colitis. It is also valuable in the treatment of 
pylorospasm and spasm of the sphincter of Oddi. 

It was found? that Pro-Banthine orally was 
an “inhibitor of spontaneous and _histamine- 
stimulated gastric secretion’ which “ resulted 
in marked and prolonged inhibition of the 
motility of the stomach, jejunum = and 
COIR. «6° 

Therapy with Pro-Banthine is remarkably free 
from reactions associated with para-sympathetic 
inhibition. Dryness of the mouth and blurred 
vision are less severe with Pro-Banthine than 
with certain other potent anti-cholinergic agents. 

In the above series*, “Side effects were 
entirely absent in single doses of 30 or 
a 

Pro-Banthine Bromide (2’-diisopropylamino- 
ethyl xanthene-9-carboxylate methobromide) 
brand of propantheline bromide, is available in 
sugar-coated tablets of 15 mg. 

For the average patient one tablet of Pro- 
Banthine (15 mg.) with each meal and two tab- 
lets (30 mg.) at bedtime will be adequate. Full 
literature is available on request. G. D. Searle 
& Co. Ltd., High Wycombe, Bucks. Tel. High 
Wycombe 1770. 


* Registered Trade Mark. 


‘Gastroenterology (1953) 25 : 416. 
*Gastroenterology (1953) 25 : 24. 


SEARLE 


P.B. P96 
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In two years Becantyl has 


become an established 


treatment for useless cough- 





Especially with 
children and old people, 
No side-effects 


Unrelated to morphine derivatives or guaiacol and with none of their disadvantages, 
Becantyl suppresses useless cough. The active ingredient in Becantyl is Sodium- 
2 : 6-ditertiarybutylnaphthalene monosulphonate. This chemical, which does not 
cause constipation, anorexia, drowsiness or other side-effects, is the result of 
original research. 
These characteristics make Becantyl especially valuable for the treatment of 
useless cough in children and old people. 
Becantyl is available in 4 fluid-ounce bottles, and also in 40 fluid-ounce and 80 
fluid-ounce dispensing bottles. 
The suggested doses are:— 
Adults: 2 teaspoonfuls 
Children: 3—6 years: 2 teaspoonful 
7—15 years: 44—1 teaspoonful 
three times a day or as prescribed. 
Becantyl has no B.P. or N.F. equivalent, is not advertised to the public, and may 
be prescribed on form E.C.10. 


DEGANGME 


Literature and Samples available from the Medical Information Department 


Horlicks Limited, Pharmaceutical Division, Slough, Bucks 
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the modern 


contact laxative 


for oral and 





rectal administration 








Stirs the sluggish bowel into action. 


Safe and reliable. 


Tablets promote passage through the colon 
Suppositories for prompt evacuation of the lower bowel 


© 
7 
=~ 


x enteric coated tablets of 0.005 g.- Bottles of 30 and 200 
Dulcolax suppositories of 0.01 g. - Boxes of 6 and 50 





LEWIS LABORATORIES LTD., LEEDS 9 
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*S-MEZ’ (‘Sulphamezathine’) PROPHYLAXIS 
An Alternative to Tonsillectomy 














“The results of the trial show that sulpha- 


dimidine was an effective prophylactic agent’ 


Pe TRIALS ina well-known London hospital 
have clearly demonstrated that ‘Sulpha- 
mezathine’ prophylaxis can deal effectively with 
the problem of recurrent infections of the upper 
respiratory tract in children. 

From observations of groups of children 
awaiting tonsillectomy, it is recorded that in those 
receiving a daily dose of ‘Sulphamezathine’ there 
was a substantial reduction in the incidence of 
acute respiratory infections, a significant shortening 
of school absence periods, and also fewer illnesses 
requiring attention from the family doctor. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, 


Ph. 637/1 


Brit. Med. J., Match 10, 1956, p. $40. 


‘Sulphamezathine’ prophylaxis is, therefore, 
considered worthy of trial in such cases as an 
alternative to tonsillectomy, and can be expected 
to reduce the number requiring operation. 
note: Of all the sulpha drugs, ‘Sulphamezathine’ is par- 
ticularly suitable for prophylactic dosing. Its toxicity is low, 
it is well tolerated and gives rise to no renal complications. 


Tablets (0.5 gramme) and a flavoured oral suspension (0.5 
gramme per drachm) are available, 


“S-MEZ?” sates 


is short for ‘Sulphamezathine’ 


Sulphadimidine B.P, 


FULSHAW HALL, WILMSLOW, CHESHIRE ICI 





A subsidiary company of Imperial Chemical Industries Limited 
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the new 
one-dose 
post-operative 
analgesic 






announcing 





PR OL ADONE Dihydrohydroxycodeinone pectinate 


Clinical trials have shown that, in most 
cases, satisfactory post-operative pain control 


is obtained with one injection. 


Dose: J mi. by intramuscular injection. 
PACKING: / ml. ampoules in boxes of six. 
CLINICAL SAMPLES are available for trial on request. 
This product is controlled by the 
D.D.A. Regulations and requests for samples 


must be worded accordingly. 


PROLADOME 


TRADE MARK 


long acting analgesic 


THE CROOKES LABORATORIES LIMITED - PARK ROVAL- LONDON- N.W.10 
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A well-proved formula 


THYRODEX 


TABLETS 


Excess weight puts a brake 


on physical activity 










Thyrodex tablets contain 
dexamphetamine sulphate to 
depress the appetite and 
thyroid substance to 


reduce fat stores. 


Literature and samples on request. \ 
PAINES & BYRNE LTD., Pabyrn Laboratories, Greenford, England. 
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“THEODROX™ is a Registered Trade Mark of: 
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LABORATORIES 
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penetration of 
tissue barriers 














Chloromycetin* is unequalled amongst 
antibiotics in its ability to diffuse readily 
throughout the body and to penetrate 
4 tissue barriers, including the blood, brain, placental 
and ocular barriers. Adequate therapeutic 
4 concentrations can be achieved in relatively 
inaccessible parts of the body by oral administration. 
A Effective blood levels are quickly obtained, 
and blood levels can be adjusted to meet any 
grade of infection. Because of the relative 
| completeness of absorption, gastro-intestinal 


upset is unlikely to occur. 


* Trade Mark 
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OPENING A NEW 
AND QUICKER RELIEF 
FOR SKIN DISORDERS 





The effectiveness of 


Hydro-Adreson Ointment 


is due to 


* the hydrocortisone being included in 


* the Neutral Base, thus any skin irritation due 
to acidity or alkalinity is avoided. 


* The Smooth and Pliable Consistency which 
allows adequate coverage without additional injury 
from friction to already damaged tissue. 


This special bland base is free from excessive 


greasiness. 

Hydro-Adreson (hydro- 
The Hydrocortisone it contains is now the acknowledged treat- cortisone free alcohol) 
ment of choice in many skin disorders. ointment is supplied in 
Hydro-Adreson effectively reduces hyperaemia and oedema, tubes of 5 gm. or |5 gm. 
relieves pain, and dries up exudative areas. By rapidly relieving in two concentrations of 
irritation the ointment reduces the risk of further damage and 1% (10 mg. per gm.) or 
infection from scratching and speeds the healing of lesions. 2.5% (25 mg. per gm.). 


ORGANON LABORATORIES LTD. 


BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone : TEMple Bar 6785/6/7, 0251/2. 
Telegrams : Menformon, Rand, London. 
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THE MAYFLY 





Deadly on the surface 


Unlike the trout, which at least sees the surface agent leading to its destruction, 
the poor pathogen of the oro-pharynx cannot possibly be aware of the 

steady stream of Streptet laden saliva that so swiftly and surely destroys him. 
Each Streptet is a finely tied cast of the three most useful topical antibiotics— 
Zinc Bacitracin, Polymyxin B Sulphate, and Neomycin Sulphate. Together 


these antibiotics provide a safe and effective method of 
fishing out a wide range of oral pathogens. 


TREPTETS reocnes 


Packs: Bottles of 20 troches 





The word ‘Streptets’ is the registered trade mark of 





JOHN WYETH AND BROTHER LIMITED Wyeth 


CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.TI 
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After such a summer 








IPESANDRINE 


is a timely introduction 


a new cough syrup incorporating the active principles 
of Dover’s powder plus ephedrine in a pleasantly 


flavoured vehicle. 


BOTTLES OF 3 AND 7 FLUID OUNCES 


§ SANDOZ PRODUCTS LIMITED 134 Wigmore St. London W.1 
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MA3887 


sk The NEW antibiotic 





for oral administration 
*ROVAMYCIN’ 
*k IS ACTIVE BY MOUTH *k Is REMARKABLY WELL TOLERATED 
*k DOES NOT INTERFERE WITH THE NORMAL INTESTINAL FLORA— 
UNLIKELY TO RESULT IN THB DEVELOPMENT OF CANDIDA 
INFECTIONS OR STAPHYLOCOCCAL ENTERITIS. 


Because of these properties ‘Rovamycin’ is suitable for the treatment of the 
commoner infections, especially those of the lung, upper respiratory tract 
and middle ear. It is indicated also in the treatment of patients who are 
sensitized to penicillin or whose infections are due to staphylococci resistant 
to other antibiotics, and in non-specific urethritis. ‘Rovamycin’ is supplied 
as varnished tablets of 250 mgm. spiramycin base. 


miustraTion: Evaluation of antibiotic activity 
by measuring inhibitory zones on agar plates 


Rovamycin 


SPIRAMYCIN 


Further information is available on request 


MANUFACTURED BY 
x MAY & BAKER LTD 
2 
An M&B brand Medical Product 





DISTRIBUTORS - PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD * DAGENHAM < ESSEX 
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ANNOUNCING— 





Deltacortril 


BRAND OF PREDNISOLONE 


TABLETS 





the new and dramatic 
analogue of hydrocortisone 


Anti-rheumatic - Anti-allergic - Anti-phlogistic 

Pfizer announces DELTACORTRIL a new synthetic steroid 
which offers superior treatment in rheumatoid arthritis, 
asthma and dermatoses. Three to five times more 

potent than hydrocortisone or cortisone in systemic 
adrenocortical therapy, DELTACORTRIL brings more rapid 
and more prolonged response in chronic rheumatic 
conditions, easing joint pain, diminishing stiffness and 
producing a distinct feeling of well-being in a matter of hours. 
It effects maximal anti-arthritic, anti-allergic and anti- 
phlogistic response at fractional dosage. DELTACORTRIL, 
despite its intensified potency, is relatively free from side- 
effects and provides specific advantages over previous 
corticosteroid therapy. It is the steroid therapy of choice for 
greater effectiveness, greater convenience, and greater 
freedom from side-reactions. (Available to hospitals only.) 


E> PFIZER LTD - FOLKESTONE - KENT 


* Trade Mark Chas. Pfizer & Co. Inc. 
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Serpasil 


(the alkaloid reserpine from Rauwolfia) 


ANTIHYPERTENSIVE 











GRADUAL AND SUSTAINED REDUCTION 
OF BLOOD PRESSURE 
SYNERGISTIC EFFECT WITH OTHER 
ANTIHYPERTENSIVES 
MODERATE SLOWING OF HEART-RATE 


CALMING EFFECT 


Tablets of 0.1 mg. and 0.25 mg. in bottles of 25, 100 and 500. 
Elixir containing 0.25 mg./5 c.cm. in bottles of 100 c.cm. 1 mg. and 


4 mg. tablets, 1 mg. and 2.5 mg. ampoules also available. 


Cl BA 


* Serpasil’ is a registered trade mark. Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone : Horsham 4321. Telegrams: Cibalabs, Horsham. 
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The secret of sleep... geet, 






in a capsule 


Lite BARBITURATES 








*‘SECONAL SODIUM?’ 


Quick onset - short duration. 
In ‘ Pulvules’ ? gr. and 14 grs. 





‘SODIUM AMYTAL’ 


Medium onset and duratior. 
In ‘ Pulvules’ | gr. and 3 grs. 





*TUINAL’ 


Quick onset - medium duration. 
In ‘ Pulvules’ 14 grs. and 3 grs. 








ELI LILLY & GOMPANY LIMITED, BASINGSTOKE, ENGLAND 
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Introducing ‘mig Fil tor 





migraine 





Dispels headache 
Disperses visual disturbances 
Defeats nausea and vomiting 


A new product—‘ Migril ’—provides, for the first time, a successful 
3-way attack on migraine. ; 

*Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) 
and cyclizine hydrochloride (50 mgm.) in each tablet. The inclusion 
of cyclizine hydrochloride not only eliminates the nausea and 
vomiting often associated with migraine but also enables larger 
and more effective doses of ergotamine to be administered. 


* s a 65 
G BRAND 


Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 


aval BURROUGHS WELLCOME & CO. (te weticome FOUNDATION LTD. LONDON 
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for the SKIN 









for the EYE 


In NEOBACRIN you have a safe and effective 
combination that cannot be beaten : neomycin and bacitracin in an ointment base. 
Between them these two antibiotics have a wide range of antibacterial activity against 
gram-positive and gram-negative organisms. They both have an extremely low 
sensitising potential and negligible irritant properties—so much so, that 
NEOBACRIN is equally suitable for application to the eye or skin. Moreover, development of 
resistant strains has no: been known to occur with neomycin or bacitracin applied locally. 
With benefits so evident, NEOBACRIN is the natural choice for everyday 
use in outpatients’ departments and general practice for treating infections 
of skin and eye, infected wounds, burns and ulcers. 


NEOBACRIN 


TRADE MARK 


In 15 gm, tubes 5 mg. neomycin sulphate | 
34 gm. tubes 500 units zinc bacitracin | P&* 8"=™ 
(with ophthalmic nozzle) In bland paraffin base 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX BYRON 3434 
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HEALTH FROM THE HEALTH SERVICE * 


Horace JOULES 
M.D. Lond., F.R.C.P. 
MEDICAL DIRECTOR, CENTRAL 
HOSPITAL 


PHYSICIAN AND MIDDLESEX 


In the first half of this century emphasis was correctly 
placed on the mortality and morbidity in early life. 
Great rewards have been reaped from this endeavour, 
and, although much remains to be done, the killing and 
disabling diseases of childhood and early adult life have 
been brought under control. Infectious disease, other 
than poliomyelitis and tuberculosis, now causes little 
major ill health ; the fever experts look anxiously around 
for fresh fields to conquer ; and children’s beds and cots 
are closing. Thus we have a community living moderately 
satisfactorily into the fourth decade. But from then on 
our standards of health are subnormal; our morbidity 
figures and expectation of life compare unfavourably 
with many advanced communities. The man of 50 and 60 
has little greater expectation of life than one of com- 
parable age fifty and one hundred years ago (Benjamin 
1955). Herein lies the great problem of ‘ll health, and 
herein lies the opportunity for tremendous advance if 


only we and the health service stand ready to grasp it. ° 


A study of mortality is very revealing. Approximately 
half a million people die in England and Wales each year. 
Cardiovascular disease in its broadest connotation 
accounts for half this total. Morbidity throughout the 
population is more difficult to assess, but 280 million 
working days were lost by the insured population in 
England and Wales in twelve months. This morbidity 
is more than equivalent to the total mining population 
of Britain being continuously away from work during 
the whole year. The economic consequences are stupend- 
ous, but the effect on human health and happiness is 
incalculable. The improvement of morbidity and mor- 
tality in these later decades of life involves great national 
problems and their solution calls for statesmanship and 
vision of a high order. 

Arterial disease is closely linked to our habits of eating 
in middle life and beyond; and fuller knowledge of its 
cause may call for a radical reappraisement of the whole 
of our agricultural and import policy within the next 
few years. Chest disease remains a lasting reminder of 
the toll that industrialisation has taken of our community; 
and a vigorous policy will be needed to rid our cities of 
all forms of atmospheric pollution and our industry of 
respiratory hazards. Cancer yields its xtiology too 
slowly yet for optimism in the preventive field, but cancer 
of the lung cries out for bold Government and community 
action. 

Mental health, in an acquisitive and densely crowded 
society, can come only from a wise education by which 
endeavour is canalised along routes likely to bring 
harmony rather than internecine competition. 

Accident rates will yield only to a lessening of the 
drive for ever greater production at whatever cost in 
human life, with diminution of individual demand for 
speed irrespective of danger to others. 

The minor ill health that besets so many families can 
be curbed by studies of family illness by practitioner and 
specialist if they have leisure and desire to work together 
towards the elimination of disease, rather than to 
concentrate on therapy when the disease process is 
established. 

Thus our present problems and needs can be summarised 
all too briefly. It is essential to review the forces arrayed 
against them and to suggest modifications where these 
seem necessary. 


* From the John Tate lecture delivered before the Middlesex 
County Medical Society on July 4, 1956. 
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The Ministry of Health and the Medical Officer of 
Health 

The great industry of health production and main- 
tenance, together with the treatment of disease, has been 
entrusted to the Minister of Health; and the Ministry, 
as the apex of the organisation, must bear responsibility 
for the present situation. However we must remember 
both the origins of the present Ministry and its relation- 
ship with the Cabinet and other important aspects of 
government and health. 

Disraeli, in 1872, when speaking of health, long before 
the establishment of a Ministry of Health, and at a time 
when he expected shortly to become Prime Minister, 
said about health : ‘‘ Gentlemen, it is impossible to over- 
rate the importance of the subject. After all, the first 
consideration of a Minister should be the health of 
the people.”’ 

The Ministry of Health probably reached its pinnacle 
of power during the introduction of the health service 
some ten years ago. Expectant and eager young men 
then saw a great administrative future within this service ; 
but the passing years have seen a whittling away of the 
prestige of the department. Several circumstances 
account for this. Housing and allied environmental 
factors were separated from it, thus diminishing its 
importance and severing it from the Cabinet, where 
policy matters are decided and allocation of moneys 
determined by the Treasury. National economy drives 
found a target in this newly established service, so that 
capital money for hospitals has been most inadequate, 
being only a third of what was spent before the war. 
The proportion of national income allotted to the main- 
tenance of the service has fallen steadily during the past 
few years. The terms and conditions of service throughout 
the whole field of health have been negotiated through 
the Whitley councils. Here very strict and ungenerous 
control has been maintained’ by the Treasury acting 
through Ministry representatives who have appeared as 
though agents of that most powerful body. Research 
and education in health matters, which could and should 
have flourished under the Act, have received little direct 
financial aid and almost no inspiration from the centre. 

If, as Disraeli stated, health is to be paramount, we 
must hope and work for a reversal of trends within the 
Ministry and Government itself. This overcrowded island 
cannot meet its commitments and retain its position in 
a rapidly changing world unless health and education 
receive much more support than they do today. It is 
a telling commentary on the limited powers of the 
Ministry of Health that three major Bills before the 
Heuse in the last twelve months—the Housing Bill, 
the Clean Air Bill, and the Agricultural Health and 
Safety Bill—fall outside their sphere. 

If we turn from the Ministry to the sphere of the local 
health authority, we find the medical officers of health 
in the doldrums. This arises, in part, from the situation 
at the centre, but also results from the feelings of 
inferiority and frustration engendered by the Act itself ; 
by this the local authority hospitals were transferred to 
regional boards, and in most areas the M.O.H. ceased to 
have any contact with clinical medicine. Much of the 
mainspring for further advance was lost and many seem 
to have lost contact with the medical problems of 
the day. 

Dr. A. Brown (1956) speaking on the contribution of 
the m.o.H. towards industrial health, said recently : ** In 
any case the extent to which further improvements in 
environment and welfare will improve sick absence is 
somewhat uncertain.”” Dr. Brown is county medical 
officer for Cheshire, which abuts on the Lancashire con- 
urbation in which sickness due to occupational conditions, 
slums, and atmospheric pollution is probably higher than 
anywhere in Western Europe. Environment in factories 
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and in mines is almost divorced from the Health Ministry 
and from the m.o.u. There is no justification for the 
continuance of such anarchy; for from it stems much 
lack of knowledge «nd much illness, and it is due mainly 
to departmental jealousy. 

The money allocated to prevention through the local 
health authorities is 9% of the total Ministry budget. 
This has led Dr. J. L. Burn (1956), a progressive medical 
officer of health, who has done excellent work in the 
prevention of atmospheric pollution, to suggest a cutting 
down of expenditure by hospitals, particularly in the 
field of cancer surgery. If this is meant to be taken 
seriously it is a most unfortunate position for preventive 
medicine to adopt. Despite lack of success in much 
cancer surgery, constant endeavour should continue, and 
we must ensure for every patient that standard of 
treatment we should expect for a member of our own 
family. Meanwhile we can assert the need for money to 
be put at the disposal of those whose job it is to advance 
preventive measures on the broadest front. Scientifically 
and medically trained personnel must have more say in 
the health departments, especially in the Ministry. 

That excellent report on the cost of the health service, 
the Guillebaud report, finds little scope for prevention 
within the limits at present set to the Ministry’s activities. 
In fact such modest proposals as are made are sandwiched 
between a home help and a chiropodist ! Need we marvel, 
then, that many at the Ministry become expert at com- 
mittee structure and manipulation ; for at present they 
are made to feel that avoidance of any further expenditure 
is the main réle allotted to them. Too many committees 
have become sterilised ; it is noteworthy that, at a time 
when the greatest advance is being made in the treatment 
of tuberculosis, the Standing Advisory Committee on 
Tuberculosis has not felt it necessary to meet for two 
years. Surely in these changing and stirring times we 
have a right to expect the centre to energise, to stimulate, 
and to have money whereby schemes of great importance 
to the health and treatment of the community can be 
pressed forward. ‘Too much of the present structure is 
geared to inaction rather than to initiation and stimula- 
tion. One of the most prominent chairmen of these 
central committees asserted that their sole function was 
that of sounding-boards. 

Patronage, too, is a powerful means of ensuring that 
those dependent on Ministerial favour for their position 
on committees do not make demands on the service and 
on the Treasury. 


The Profession and Prevention 


The lead into this great era of prevention should come 
from the profession itself; for, despite brilliant thera- 
peutic advances, the main causes of morbidity and 
mortality in the older age-groups remain comparatively 
unaffected. In fact it was possible for Dudley (1953) to 
state ‘‘ that the prohibition of all medical and surgical 
treatment of individuals by medically qualified family 
doctors and hospital specialists would have an effect of 
little if any statistical significance on the Vital Statistics 
of the Registrar General as a measure of the health of 
England and Wales.”’ 

There is an element of exaggeration in this statement ; 
but it is as well that all of us, so busily engaged in a 
therapeutic approach, should take stock and attempt to 
assess whether reorientation is not essential. There are 
many signs that the preventive approach is gaining ground 
among us. The chairs and institutes of social medicine, 
however precariously they survive, have done excellent 
work. The best textbook published in Britain during 
this century—Diseases of Occwpations (Hunter 1955)—has 
its main emphasis on prevention, while questions in 
papers and vivas bearing on broad principles of health 
maintenance and prevention of disease are becoming 
increasingly common. It is importan. to realise how far 
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the content of medical education is controlled by those 
who set questions and sit in judgment in oral examina- 
tions. 

It is still true to say, however, that too many of us 
are so absorbed in day-to-day problems of therapy that 
the preventive approach goes by default. This is very 
serious where the teaching of students is involved, and 
of course it is closely related to part-time hospital and 
private practice. 

The carrying through of further projects of prevention 
is bound to be initially expensive, and may be resisted 
at present by Governments whose agent is the Ministry 
of Health. Consequently it is essential that the profession 
should become less tied to Ministerial and Treasury 
policy than sometimes seems to be the case; for a nod 
of disapproval is often sufficient to ensure that no further 
action is taken. Care is needed to ensure that an Honours 
List does not make sycophants of us all. 

We must keep ourselves free and unfettered so that 
essential changes indicated by increasing scientific know- 
ledge of causation are advocated without any restraint 
from central bodies. , 

In his Harveian oration (1955) Sir John Charles, chief 
medical officer to the Ministry of Health summarised the 
salutary activities of the Royal College of Physicians in 
relation to epidemics and social evils and spoke of the 
action taken by the college against drinking gin : 

“It was a universal provider of profit for the landowner, 
the distiller, the customs and excise, and the retailer. Because 
of these vested interests it became an article of political 
importance also. On the more individual level geneva became 
‘the solace of the henpecked husband, the kind companion 
of the neglected wife, the infuser of courage into the army, 
the support of pawnbrokers.’’’ In presenting a petition to 
the House of Commons, “ the college had ‘ observed with 
concern for some years the fatal effects of several sorts of 
distilled spirits upon great numbers of both sexes, rendering 
them diseased, not fit for business, poor—and too often the 
cause of weak, feeble and distempered children, who must be 
instead of an advantage and strength, a charge to the 
Country.’ ”’ 

He concludes: ‘‘ To the outcome of this thirty years of 
campaigning the college’s intervention, early in time, and 
disinterested in purpose, had been a major contribution.”’ 
Those of us interested in the baneful effects of tobacco 
can take courage from the last sentence, for only five 
years have passed since an attempt was first made to 
halt its depredations in relation to cancer of the lung and 
to bronchitis. It is important to note that Sir John 
Charles leaves the tale of the epidemiological phase of 
the Royal College of Physicians with this action taken 
against gin-drinking, in 1751. Possible present action 
against the evils of tobacco is not even foreshadowed 
by him. 

Removable Obstacles to Health 


What then are some of the major problems which stand 
between our community and more prolonged good health ? 


ARTERIAL DISEASE AND HIGH BLOOD-PRESSURE 


The medical control of hypertension becomes more 
effective each year, although its causation eludes us and 
preventive action is thus delayed. Arterial disease can 
be illustrated by the recent history of coronary throm- 
bosis. The increase in deaths, as seen since 1935, can 
be explained in part by the separation of this form of 
heart-disease from the ill-defined group of myocardial 
degeneration. Diagnosis has become increasingly accurate. 
But, when this is allowed for, there is still irrefutable 
evidence of actual increase. It is a crippling disease 
and ends the lives of thousands of us in the most pro- 
ductive years of life. The profession is seriously affected 
and there is much interest in prevention. 

Clinical observation in different communities shows 
that arterial disease is related to dietary habits, par- 
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ticularly to fat consumption. Dr. Mary P. Jackson 
(1956), writing of her life among the Metis people, half- 
breed Indians, in the Canadian ‘‘ outback,”’’ describes 
simply and movingly the life of these people before and 
after the introduction of modern dietary habits. She 
shows how a virile old age was attained on ‘‘ natural ”’ 
foods among a people in whom high blood-pressure, 
diabetes, gall-stones, chronic nephritis, and arthritis were 
not seen. Then came the opening up of the country 
during the war, and with it a “‘ rising standard’’ of living 
for the Indians. Their whole way of life began to change 
rapidly and with it the pattern of their diseases. This 
little saga deserves a very wide audience, for it contains 
many observations of importance to our future way of 
life. 

Research, too, gradually unfolds the way in which 
certain fats may be causing increased atheroma and 
intravascular thrombosis. Men from the age of 40, and 
women from 60 are the victims of acquired dietary habits. 
These may be difficult to change, for it is too easily 
assumed that ‘‘ a little of what you fancy does you good ”’ 
—which does not necessarily apply in dietary matters 
at those ages. Shakespeare was not helpful when he 
wrote ‘‘ Let me have men about me that are fat. Sleek 
headed men, and such as sleep o’nights. Yond’ Cassius 
has a lean and hungry look ; he thinks too much: such 
men are dangerous.”’ 

It has been said with some truth that the greatest 
enemy of a middle-aged man is his wife. She insists on 
his becoming sleek-headed—maybe so that he will sleep 
at home at night! Too often this feeding results in 
death during sleep from coronary thrombosis. The 
accumulating facts of the relation of diet to arterial 
disease and so to much inefficient ageing are probably 
more important to us than to any other nation in the 
world. In this densely populated island we are extremely 
dependent on others for our daily bread. Our import 
and agricultural policy should be determined by scientific 
knowledge of dietary requirements. It is unfortunately 
true that we are yet unable to advise an ageing community 
on an optimum dietary. It is unfortunate, too, that at 
this time we have no Ministry of Food—its remains are 
incorporated in the Ministry of Agriculture—while the 
Ministry of Health disclaims responsibility in this matter. 
Institutes of human nutrition are almost non-existent, 
while some research is starved of finance and finds little 
official encouragement. 


BRONCHITIS 


An accurate assessment of the mortality from chest 
disease is almost impossible, for so much ill health com- 
mencing in the lungs gives rise to heart-failure. It is 
probable that in England and Wales each year nearly 
100,000 deaths still have a pulmonary basis. Bronchitis, 
especially, remains a continuing reflection on our 
standards of preventive medicine. Deaths from this 
condition, as Westlake (1954) has shown, are unaffected 
by modern therapy, while morbidity among the insured 
population causes the loss of many millions of working 
days. 

Cough is now our natural heritage. Men in England 
awaking and clearing their bronchi before setting out to 
work make a fearsome noise. Some of my patients get 
up half to one hour earlier in order to finish coughing 
and expectorating. Recently one stated that this activity 
took two hours. Lung disease will remain prevalent 
among us until a troublesome cough is regarded as 
seriously as vomiting. A wholesome respect for the air 
we breathe is also essential, for clean air is at least as 
important as clean water. 

Mortality figures for men between 45-65 years of age 
show that in our worst-affected industrial cities the rate 
is six times as high as that in residential boroughs or 
seaside resorts. The difference in social-class incidence 
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is equally great. The basic industries take a very heavy 
toll of our working community and England’s wealth is 
being precariously maintained at the expense of the health 
of those engaged in them. Henceforth health and wealth 
should be complementary. 

Few people appreciate the significance of social-class 
difference ; for it is too often assumed, especially in the 
South of England, that a Welfare State has assured 
the good life for all. This is far from being true. The 
housing conditions in Salford are superficially portrayed 
in a photograph sent recently by the m.o.u., Dr. Burn. 
Healthy lungs are impossible, to child and adult alike, 
when life must be spent in such conditions. The Lanca- 
shire cotton mills and other industries add to disease 
initiated by such dwelling-places, and consequently the 
toll of bronchitis in this area is almost the highest in 
the country. 

The effect of fog upon our lungs has had increasing 
notice recently, and Logan (1956) suggests that there is 
cause for grave concern at the situation in the London 
area. The occupational incidence of bronchitis illustrated 
by the standardised mortality ratio is almost sufficient 
of itself to prove the need for prescribing it in a number 
of our worst industries, and morbidity figures when 
available should complete the case. 

The life of the chronic bronchitic during his later years 
has received too little attention. As he sinks in the 
social scale, often becoming unemployable, he is still 
regarded by many hospitals as a chronic case without 
good physical signs, of no value for teaching and likely 
to block a bed. A medical Dickens is needed to unfold 
this pathetic story and to make us conscious of his needs. 

A national policy to ensure a preventive and thera- 
peutic service, based on the tuberculosis clinics and the 
empty beds in sanatoria, would do much to remedy this 
neglect. Meanwhile certified dust diseases of miners are 
rising annually, mainly because of better facilities for 
recognition and a greater appreciation by the workers 
of the risks they run. Progressive massive fibrosis, result- 
ing from tuberculosis in lungs previously damaged by 
dust inhalation, is still prevalent throughout our mining 
areas. An intensive campaign, such as that carried out 
in the Rhondda and ensuring chest radiography of the 
whole adult community yearly for five years, would rid 
our mining community of this scourge. 

In many parts of the world—notably South Africa 
and Australia—chronic pulmonary disability, resulting 
from emphysema and chronic cough, is certifiable. We 
lag behind, and there is much dissatisfaction among coal- 
face and other workers because the medical profession 
and management fail to recognise this gross disability 
as resulting from their work. Emphysema and asthma, 
so common in workers in dusty occupations, are often 
more disabling than certifiable pneumoconiosis. 

Ramazzini (1633-1714), an Italian physician with a 
social outlook, wrote : 

“Tt must be confessed that many arts are the cause of 
grave injury to those who practise them. Many an artisan 
has looked to his craft as a means to support life and raise a 
family but all he has got from it is some deadly disease with 
the result that he has parted this life cursing the craft to which 
he had applied himself.’’ (Farrington 1941.) 

This remains true today, and an occupational-health 
service coéperating fully with all other forms of preventive 
and therapeutic activities is essential. 


CANCER OF THE LUNG 


Cancer of the lung continues to cause more and more 
deaths. It is in the approach to this grave national 
problem that the Ministry of Health has manifested its 
weakest aspect. The upward trend of mortality shows 
no sign of abating. We are witnessing an epidemic form 
of cancer which has been unknown in human society 
before. Scientific study leaves no doubt of the causal 
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relationship between 80% of these cases and cigarette 
consumption. Unless trends are modified, a million people 
in England and Wales will die of this cancer before the 
end of the century. It is as though a city the size of 
Leicester were to be wiped out, leaving no person alive. 
So far the Minister of Health has refused to accept the 
advice of the Standing Medical Advisory Committee, 
which has counselled continuous education of the public 
about the risks of cigarette-smoking. If, as seems 
probable, the Minister is acting upon a Cabinet decision, 
the situation is even more serious. It means, I believe, 
that the health of our people is being sacrificed to the 
collection of £650 million annually from the tax on 
tobacco. The principle enunciated by Disraeli, that 
health is paramount, is subordinated to principles which 
cannot receive continued medical support. 

However, any concerted action by the profession is 
difficult at present when so many remain persistent 
and heavy smokers. The survey conducted by Doll 
and Bradford Hill (1954) revealed that 87% of male 
doctors over 35 years of age were smokers. The lead 
given by the American Medical Association has been 
more progressive, for their official journal has not 
accepted advertisements for cigarettes and tobacco since 
January, 1954. This entailed an annual loss of revenue 
of 125,000 dollars (Smith 1955). An opportunity to take 
part in preventive activity now presents itself to each 
one of us by personal abstinence, thus strengthening the 
advice we give in relation to the harm resulting from 
addiction. The Royal College of Physicians can re-enact 
history, and help to revivify itself by giving advice com- 
parable to that given in respect of alcohol two hundred 
years ago. Other societies and organisations, especially 
the British Medical Association, have an equally impor- 
tant réle. The newspapers would respond to this stimulus, 
despite possible loss of advertising revenue, for many 
able and energetic members of newspaper staffs have 
already died of cancer of the lung. Preventable death 
from this disease, and the appalling morbidity and 
mortality from bronchitis, present a challenge that we 
should no longer refuse. 


TONSILS AND ADENOIDS 


During the past twenty-five years therapeutic successes 
have been aided by controlled investigations, which have 
provided scientific evidence of efficacy of a specific treat- 
ment. Of the many accepted therapeutic approaches that 
still await this evaluation, the operation on tonsils and 
adenoids is perhaps most in need of it. Over a quarter 
of a million patients were admitted to hospital in 1954 
for tonsillectomy, while 111,612 cases still remained on 
the waiting-lists of hospitals in England and Wales at 
the end of that year. It would be hard to justify such 
activity scientifically, for in very few centres are such 
accurate records kept as might assist in an assessment of 
the value of the procedure. When a child is said to need 
the operation, it is still the custom, in some departments, 
for him to be seen by a house-surgeon, placed on a 
waiting-list, and then operated upon two years later by 
another recently qualified man who has never seen him 
before. There has been great reluctance on the part of 
otorhinolaryngologists to initiate, take part in, or even 
encourage, a controlled investigation into this activity. 
We have now reached a stage in this country where few 
young men of ability will think of entering this specialty. 
The diminution of diseases affecting these organs may 
be a partial explanation but is not the sole reason. 
Scientifically trained graduates are not now attracted to 
a specialty in which precedent determines continuing 
therapy to the exclusion of rational assay. 


ULCERS AND GENITAL PROLAPSE 


The introduction of the health service, with ready 
access of all to a family doctor, has revealed much ill 
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health which previously went untreated. This is especi- 
ally true of disease in married women. Ulcers of the 
legs and varicose veins, which caused much disability, 
are getting more attention, and it is hoped that early 
treatment with anticoagulants will prevent many leg 
ulcers in future. On the other hand, genital prolapse in 
women in the fourth decade and onwards is a problem 
which has been studied comparatively little. Its extent 
is quite unknown and not enough thought has been given 
to possible prevention. Thousands of women wait for 
many months for admission for operation ; more thous- 
ands are fitted with unsatisfactory rings; while some 
recent textbooks on gynzcology contain no word on 
prevention. This disabling condition is said to be much 
less common in the United States of America where all 
deliveries are conducted by doctors ; but this statement 
needs verification. Certainly a successful preventive 
approach would be of the utmost value to our nation : 
it would reduce hospital waiting-lists and abolish a most 
formidable and painful operation. 


The Future of Preventive Medicine 


The place of the hospital in the future of preventive 
medicine cannot be discussed at length here, but it could 
and should have a unifying effect in each locality. There 
the practitioner, the M.o.H., the factory physician, and 
the consultant can well discuss local problems and find 
common ground. The appointment of a consultant in 
industrial medicine to the staff of the Central Middlesex 
Hospital is being made with the object of assisting 
this integration. 

Looking West and East we see two differing approaches. 
In the United States of America private munificence 
finances large scale research into ill health. In the 
United States of Soviet Russia and in China preventive 
medicine has priority throughout the whole health 
service. We fail at present in both approaches, but it is 
obvious that the financial help must now come from 
central funds and that the Government must be served 
by experts who are encouraged to evolve practical plans 
of prevention. A Civil Service steeped in the humanities 
only cannot answer the diverse questions thrown up by 
an increasingly complex society. 
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“. . . without knowledge, we must often rely on, and 
even act upon, notions in our practical affairs; and the 
more inadequate the techniques of testing notions and 
speculations are, the more metaphysical our guides to action. 
Man is born a metaphysician—usually a bad one—and a 
multiplicity of bad metaphysics means a multitude of bad 
actions. It is the hardest thing in the world to be in sufficient 
possession of a subject to feel that we are using our know- 
ledge wisely. In our search for the best thing to do, we must 
not only deny the comforts of unreason to the muddle-headed, 
but refuse to allow to the metaphysician any priority for the 
transcendental over tie empirical. Biology from its earliest 
days has not lacked its acute thinkers, and even with the 
superior knowledge of the 20th century we can accord to many 
of them the highest praise for their acumen. But acumen 
is not everything. Galen had it, and yet he is a monumental 
example of acumen overlaid by a notional biology.’”’— 
Prof. A. A. Mites, F.R.c.P., in the Stephen Paget lecture of 
the Research Defence Society, delivered in London on Nov. 27. 
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CORTISONE AND ULCERATIVE COLITIS 
AN ADVERSE EFFECT 


B. N. Brooke 
M.D. Birm., M.Chir. Camb., F.R.C.S. 
READER IN SURGERY IN THE UNIVERSITY OF BIRMINGHAM 


A NEW phenomenon has developed in ulcerative colitis 
since the introduction of corticosteroid treatment. It is 
found in patients who do not respond to cortisone, and 
it seriously prejudices subsequent surgical treatment. 

Whereas in Crohn’s disease and diverticulitis the large 
bowel commonly becomes adherent to adjacent viscera 
or to the parietes, this does not ordinarily happen in 
ulcerative colitis, however severe the disease, except in 
the rare event of perforation. But in patients who have 
not responded to a course of cortisone, or similar steroid, 
over a period of four to six weeks the colon wall becomes 
excessively friable, and in some areas actively disinte- 
grates, its place being taken by the parietes and adjacent 
viscera, usually the small bowel. The surgeon may then 
be unable either to remove the colon or to make an 
ileostomy. 

Jase-reports 

Case 1.—-A woman of 34 had had severe diarrheea for five 
years and was admitted as an emergency from another 
hospital because of the deterioration in her condition despite 
treatment over about six weeks with streptomycin, vitamin B,,, 
and cortisone 100 mg. daily. 

On admission she was collapsed. Perforation was diagnosed 
and laparotomy was performed after blood-transfusion had 





Fig. |—Case 2: barium enema before corticosteroid therapy. 


raised her blood-pressure to 70/50 mm. Hg. The sigmoid colon 
was densely adherent to the anterior abdominal wall in front 
and medially to loops of ileum. It appeared that the medial 
edge of the adhesion to the abdominal wall had recently 
become detached—perhaps during the ambulance journey of 
some 40 miles—causing a leak into the peritoneal cavity. It 
was also noted that at this site the sheath of the posterior 
rectus muscle was eroded, and that the anterior abdominal 
wall formed the bowel wall there. 

An attempt to exteriorise the perforated area was only 
partially successful because, over most of the sigmoid colon, 
the anterior wall of the gut had disintegrated and no plane 
of cleavage was present between colon and parietes. The 
fecal stream could only be deflected through a colostomy in 
the transverse colon, albeit imperfect as a result of the condi- 
tion of the bowel, since ileum was firmly adherent to the 
sigmoid colon, and its mobilisation would only have led to 
further exposure of the sigmoid lumen. 

The patient died three days later. At necropsy disintegra- 
tion was also found in the descending colon, by which the left 
kidney was exposed to the fecal stream. 


ARTICLES [pec. 8, 1956 1175 





Fig. 2—Case 2: dilatation of colon six weeks later. 


Case 2.—A, woman of 41 was admitted to hospital with 
six weeks’ history of diarrhcea. Besides phthalylsulphathiazole 
2‘g. four times daily and intramuscular tetracycline 200 mg. 
q.d.s. for a week she had also had hydrocortisone retention 
enemata, starting with 10 mg. in 100 ml. daily and increasing 
to 20 mg. daily for three weeks. Long-acting corticotrophin 
(A.C.T.H.) was then prescribed and she received 30 mg. daily 
for two weeks. Her condition continued to deteriorate and was 
associated with colic and abdominal distension from gross 
dilatation of the colon (figs. 1 and 2). 

Excision of the colon was advised, and operation was 
undertaken after a delay of five days to allow for the with- 
drawal of corticotrophin therapy. Disintegration of the 
bowel wall, as previously described, was found in the cecum 
and the ascending, descending, and sigmoid colon. The 
transverse colon was grossly dilated, and its paper-thin wall 
was dameged on opening the peritoneum. Colectomy and 
ileostomy appeared to be the only possible course to follow. 
Widespread fecal contamination inevitably took place during 
the removal of what colon wall remained from its adherence 
to the false wall formed by viscera and parietes. 


The patient died just under twenty-four hours later. 


Case 3.—A man of 53 had had diarrhea for a month before 
admission to hospital. Antibiotic treatment included tetra- 
cycline and phthalylsulphathiazole ; steroid therapy began 
with cortisone 25 mg. six-hourly, and the dosage increased to 
50 mg. six-hourly. After a month there was no improvement 
in the patient’s diarrhea and general condition, which was 
serious. 





Fig. 3—Case 3: disintegration of colon. 
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Colectomy was advised, and steroids were withdrawn over 
four days with reduced doses of cortisone (25 mg. b.d.) together 
with corticotrophin gel daily by intramuscular dose of 20 mg. 
initially and decreased by 5 mg. daily. At laparotomy disin- 
3) was found in the appendix, cz#cum, and 
adjacent colon, in the and in the 
descending and sigmoid colon. [leostomy alone was considered, 
but several loops of ileum were adherent to the c#cum, and 
their detachment revealed that they were forming a false 
Colectomy with ileostomy 
peri- 


tegration (fig. 


mid-transverse colon, 


wall to the large bowel in that area. 
then had to be undertaken with much soiling+of the 
toneal cavity. Owing to difficulty in finding sufficient bowel 


with its circumference intact, exteriorisation of the sig- 





Fig. 4— Ulcerative colitis of such severity as to allow barium suspension 
to flow into pockets deep to mucosa. 


colostomv 


The 


beyond the 
patient died 


moid colon as a non-functioning 
level hard to 


eighteen hours after operation. 


of section was achieve. 


Discussion 


Before the introduction of corticosteroid therapy 
patients seriously ill with ulcerative colitis were not 
infrequently operated on and primary colectomy was 
performed with success. Though it has always been 
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Fig. 6—Transverse colon from the same case as fig. 5. 
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Fig. 5—Pseudohaustration. 


necessary to handle the colon with care for fear of 
rupturing it, disintegration and adherence have not been 
observed except in patients treated with cortisone ; so 
it seems unlikely that this change is attributable to 
antibiotic therapy, which was often used previously 
without such evil consequences. Adherence of the colon 
to other viscera has only been seen previously in three 
patients not receiving corticosteroids, and in all three 
the adherence was localised to the site of a previous 
perforation ; there was no generalised disintegration of 
bowel wall in these cases, and adjacent organs were not 
required to act as substitutes or false walls; the colon 
could be removed without serious difficulty. 

In the three present cases steroid therapy was continued 
for a month or longer without definite improvement as 
regards either the diarrhea or the general condition. 
Although the value of cortisone in ulcerative colitis has 
been amply demonstrated by the Medical Research Coun- 
cil trial (True- 
love and Witts 
1954, 1955), it 
is necessary to 
give warning 
that to con- 
tinue giving 
cortisone for 
six weeks—the 
period recom- 
mended in that 
trial—in the 
absence of 
improvement 
may prejudice 
for the occa- 
sional patient 
the one oppor- 
tunity of survi- 
val (not to say 
restoration of 
health) which 
can be obtained 
through colec- 
tomy. To avoid 
these catas- 
trophes three 
things are 
required : 





Fig. 7—Pseudohaustration : radiological appear- 
ances suggest mild disease in a case which 
proved to have severe ulceration. 
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(1) Steroid therapy should cease in any patient showing 
no response after one to two weeks. In the report of the 
M.R.C. trial no clear indication is given as to how soon 
response may be expected by those patients who benefit 
from cortisone. The period of six weeks was taken as a 
standard time so as to enable the value of the drug to be 
assessed, not because the drug may not be effective in 
some ‘cases in less than six weeks. Possibly physicians 
are being misled in this respect. 

(2) Before starting cortisone therapy one should try 
to assess, from radiological studies, the degree of damage ; 
for by the time ulceration has completely destroyed the 
mucosa, even only in patches, leaving the submucosa 
and muscle exposed to the bowel lumen, it is justifiable 
to assume that complete healing will never take place ; 
furthermore that the patient is then predisposed to 
dilatation and disintegration if given corticosteroids. 
Though it is not always easy to assess the damage 
radiologically, certain appearances should serve as 
contra-indications, and of these dilatation of the colon is 
one. A ragged appearance displayed after a barium enema 
(fig. 4) is due to barium flowing into submucosal areas 
exposed by undermining of the mucosa. The most 
deceptive, least recognised, and therefore most dangerous 
condition is pseudohaustration. In fig. 5 the changes due 
to colitis appear to be confined to the rectum and sigmoid 
colon, while haustration seems to be present proximal to 
the splenic flexure; nevertheless the ‘‘ haustra’’ are 
really all that remains of the mucosa (fig. 6). The true 
nature of the ‘“‘ haustra ’’ can only be confirmed clinically 
by observing on screening that they do not vary in situa- 
tion. Fig. 7 is another example which might lead 
one to suppose that, since haustration was present, 
this was an early case suitable for cortisone therapy, 
whereas in reality ulceration was advanced, and 
isolated islands of mucosa were mimicking muscular 
contraction. 

(3) The final requirement is a reminder that ulcerative 
colitis is best treated by physician and surgeon jointly. 
This implies that the surgeon should see the patient from 
the onset of treatment even though operation may not 
ultimately be required. He is more likely to note the 
beginning of abdominal distension arising from atonic 
dilatation of the colon as its wall becomes thinner— 
the external and visible sign that disintegration is at 
hand—and to act on that sign. 


When disintegration is fully established, the chance 
that life will be saved by surgery is remote ; it is, however, 
difficult to refuse even a remote chance to a seriously 
disabled patient who is probably going to die without 
operation. When the condition is found at laparotomy, 
it is wise to do no more than ileostomy alone. This is, 
however, counsel of perfection, because the lightest touch 
within the abdomen may cause what is left of the colon 
wall to become detached from its false walls ; colectomy 
then becomes inevitable. Furthermore for the same 
reason it may prove impossible to mobilise the ileum 
to undertake ileostomy alone. 


Summary 


Corticosteroid therapy, when prolonged for a month 
or longer in patients who show no definite improve- 
ment, may bring about such changes in the colon 
wall as to render surgery technically very difficult 
and highly hazardous. The risk is so great as 
almost to deny the opportunity of surgical relief in such 
cases. 

It is suggested that steroid therapy should cease if no 
definite response is seen within one or two weeks; and 
that it should be undertaken by physician and surgeon 
in consultation together from the outset. 

It is possible to recognise from the barium enema 
in some cases that mucosal loss is so extensive as to 
contra-indicate the use of cortisone. 


REFERENCES 
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ROYAL INFIRMARY 


DEPARTMENT OF 


THE introduction of new antibiotics is a matter of 
considerable importance because many organisms, especi- 
ally Staphylococcus aureus, are tending to develop 
resistance to the established products. Two promising 
additions to this group of drugs, vancomycin and novo- 
biocin, have recently been produced in the U.S.A., and 
we have investigated their in-vitro activity in order to 
obtain information about their clinical potentialities. 

Vancomycin (‘ Vancocin’) was prepared in the Lilly 
Research Laboratories in 1955 from cultures of Strepto- 
myces orientalis, and preliminary observations indicate 
that it is mainly active against gram-positive cocci 
(Griffith and Peck 1956). 

Novobiocin is the official name for an antibiotic produced 
independently by several laboratories from different 
species of streptomyces and given individual names— 
streptonivicin or ‘ Albamycin’ (Upjohn), ‘ Cathomycin ’ 
(Merck), and ‘ Cardelmycin’ (Pfizer). The common 
identity of these substances was originally established 
by Welch and Wright (1955) and Jones et al. (1956). 
It is claimed that novobiocin has a wide range of activity, 
attacking gram-positive cocci and some gram-negative 
bacilli. 

Methods 

Tests to determine the sensitivity of the common 
pathogens to the new antibiotics were carried out by two 
standard methods: (1) the dried dise technique, and 
(2) serial dilution. All the organisms were freshly isolated 
from infective processes. 

Dried discs.—A standard drop of the antibiotic solutions 
was added to sterile discs, 8 mm. in diameter, which were 
dried for 1'/,-2 hours in the incubator and then stored in 
sterile screw-cap bottles in a refrigerator (Fairbrother and 
Jennings 1955). Initially, varying strengths of the antibiotics 
were tested; but, for the main trial, final concentrations of 
10 ug. of novobiocin and 50 wg. of vancomycin per disc were 
used. A zone of inhibition of not less than 14 mm. in diameter 
was accepted as the criterion of sensitivity. The discs retained 
their potency for at least three months. 

Serial dilution.—A standard drop (0-02 ml.) of an undiluted 
overnight broth culture was added to 0-5 ml. of nutrient broth, 
or blood-broth, containing doubling dilations of the anti- 
biotic ; the results were read after about eighteen hours’ 
incubation at 37°C. 

Results 
Vancomycin 

1350 organisms were tested against vancomycin by the 
disc method. The results indicate clearly that this anti- 
biotic is particularly active against gram-positive and 
gram-negative cocci but has little effect on gram-negative 
bacilli (table 1). Of 540 strains of Staph. aureus 
tested all proved sensitive by the standard adopted in this 
trial. Many of these strains were resistant to penicillin, 
and other established antibiotics. There was thus 
no indication of cross-resistance with other antibiotics. 

These observations were confirmed in a limited number 
of tests by serial dilution (table 1). Streptococcus hamo- 
lyticus (group A) proved to be the most sensitive organism 
by these tests; 6 of 9 strains were inhibited by 0-5 yg. 
or less per ml.; 29 of 31 strains of Staph. aureus were 
inhibited by 8 yg. or less per ml., whereas gram-negative 
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TECHNIQUE 


TESTS WITH 
DIS¢ 


SENSITIVITY 
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TABLE I 


Novobiocin 
(10 ug. per disc) 


Vancomycin 
(50 ug. per disc) 


Organism 


No. of No. of 
ee Percentage’ .... ; Percentage 
De a sensitive a ~~ sensitive 
Staph. aureus a 540 100 470 100 
Strep. faecalis ’ 96 100 56 50 
Strep. hamolyticus 40 100 17 100 
(group A) 
Pneumococeus . 30 100 19 100 
Coliforms . . su 370 0 310 0 
Proteus... us 160 0 144 0 
Ps. pyocyanea wl 50 0 40 0 
H, influence -~ 25 0 2 100 
H. parainfluence 6 0 2 50 
Shigella sonnei .. 11 0 8 0 
V. gonorrhee ty 8 100 8 50 
Fungi .s : 14 0 14 0 
Total 1350 1100 


bacilli proved very resistant and were not inhibited by 
at least 128 ug. per ml. 
Novobiocin 

Dise sensitivity tests were made on 1100 organisms 
(table 1). The results indicate considerable activity 
against many gram-positive cocci but only a limited 
action against gram-negative organisms. All of 470 
strains of Staph. awreus, many of which were resistant to 
penicillin and other routine antibiotics, proved sensitive, 
by the standard adopted, as did the strains of Strep. 
hemolyticus and pneumococcus examined. All members 
of the coliform group (310) proved resistant. Whereas 
all strains of proteus ultimately proved to be resistant, 
there was often a zone of inhibition round the discs after 
about six hours’ incubation, but this was invariably 
overgrown after overnight incubation. Strains of 
Haemophilus influenze were sensitive, but 1 of 2 strains 
of H. parainfluenze was resistant. Neisseria gonorrhee 
and Strep. faecalis gave irregular results. 

Staph. aureus proved to be the most sensitive organism 
by the serial dilution test (table 1), 21 of 26 strains being 
inhibited by 0-5 ug. or less per ml. Although sensitive 
by the dise technique, strains of Strep. hamolyticus 
proved to be relatively resistant, and Strep. faecalis 
proved even more resistant. The coliforms and pseudo- 
monas exhibited marked resistance. Strains of proteus 
showed great variation, but no strains could be strictly 
classified as sensitive. In view of the Jack of uniformity 
of the results given by proteus strains with the different 
techniques, and in view of the suggestion by other 
workers that some strains are sensitive to novobiocin, the 
effect of varying the strength of the inoculum in the serial- 





TABLE Il SENSITIVITY TESTS WITH NOVOBIOCIN AND VANCO- 
MYCIN BY THE SERIAL-DILUTION TECHNIQUE 
* bead 
= t, A Ss 
2% S + & s | = = 
. =s ~ Vs } 
Minimum &¢ > > o's . ® = 38 
: es .~ . = = = = ~ > 
inhibitory =3 ss =f = > ~ 3 NO 
concen 2s  @e &@s > = $ 2 
tration S ~ 7° _~ 
(ug. per a 
mil.) 
NiIVINIVNIVINIVN:( VINIVIN VN: V 
0-25 Si. onl@ , 
0-50 13 2 on 
1-00 5 ‘ 4 6 
2-00 4 3 5 ‘ 1 ; 1 
4-00 11 3 3 2 os? pediece he 
8-00 14 5 10. sf aa t eutiee 
16-00 2 2/.. mt 64 7 iF 
32-00 : 11 19 
64-00 ay Ot as : 17 
128-00 ; 1 ‘ , o| Si esl ae as 
> 128-00 ‘ ; .. 17}.12) 18/12 4,12)12 


Total 26 31: 10 9 19 18 10 7 20 12'73,/12 7 4 12°12 


N, novobiocin. Wa 


vancomycin. 
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diJution tests was examined : parallel tests were , made 
with the standard inoculum and with 0-02 ml. of a 
1/10,000 dilution of the broth culture of proteus. The 
results, given in table m1, show that the strength of the 
inoculum has an appreciable effect on the sensitivity of 
the organisms to novobiocin, which in some cases was 
increased 32-fold when the weaker concentration of 
organisms was used. The addition of 10% serum to 
the broth in the serial-dilution tests appreciably lessened 
the activity of novobiocin against Staph. aureus. The 
antibiotic appears to be bound to the serum-albumin 
(Simon et al. 1956). 


Comments 


These results indicate that vancomycin and novobiocin 
should prove to be useful additions to the list of routine 
antibiotics. The range of antibacterial activity of 
vancomycin is similar to that of penicillin, erythromycin, 
and bacitracin, and it should therefore be valuable in the 
treatment of infections caused by penicillin-resistant 
strains of Staph. aureus ; some strains, however, exhibited 
only a moderate degree of sensitivity, and laboratory 
control is important. 

Novobiocin gave some interesting results, and it also 
should be of particular value in the treatment of infections 
caused by penicillin-resistant strains of Staph. aureus. 
There is much evidence that the results of the in-vitro 
sensitivity tests with this antibiotic may be greatly 


-EFFECT OF DILUTION OF INOCULUM ON SENSITIVITY 
OF PROTEUS STRAINS TO NOVOBIOCIN 


TABLE IIlI- 


M.I.C. (ug. per ml.) 


No. of strains 50th ml. inoculum of 


{ 10,000 dilution of 
24-hr. broth culture 


1/50th ml. inoculum of 
24-hr. broth culture 


1 16 r 
2 32 1 
4 64 4 
2 64 8 
1 128 8 
2 256 8 
1 » 256 16 
2 > 256 64 


M.I1.C., minimum inhibitory concentration. 


influenced by the technique used; the strength of the 
inoculum and the type and pH of the medium all affect 
the result (Garrod and Waterworth 1956, Nichols and 
Finland 1956). 

In-vitro sensitivity tests do not provide an absolute 
criterion of clinical efficiency ; they only indicate the 
activity of the antibiotic under laboratory conditions, 
which tend to be favourable to the antibiotic. In conse- 
quence carefully controlled clinical trials are necessary 
before a final assessment of novobiocin can be given, 
particularly in the treatment of proteus infections. 

Novobiocin-resistant strains of Staph. aureus have 
already been isolated in U.S.A. (Simon et al. 1956), and 
this antibiotic should not be used indiscriminately. 

The extending range of antibiotics is making the 
selection of the most suitable agent for a particular 
infection a difficult matter. Laboratory control of these 
substances is becoming increasingly important. 


Summary 
Sensitivity tests by dried disc and serial dilution 
techniques indicate that vancomycin and novobiocin are 
active against most gram-positive cocci and should’ be 
particularly valuable in the treatment of infections 
caused by penicillin-resistant staphylococci. Little or 
no activity against the gram-negative bacilli, usually 
associated with urinary infections, was found. 
We wish to thank Messrs. Lilly for the 
Messrs. Upjohn for the * Albamycin.’ 
References at foot of next column 


* Vancocin > and 
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From the Institute of Clinical Research, the Middlesex Hospital, 
London 


FILTRATION and reabsorption across capillary walls 
are governed by the balance of hydrostatic and colloid 
(protein) osmotic forces in the plasma and tissue fluids 
respectively (Starling 1896). Because there is a hydro- 
static pressure gradient from the arterial to the venous 
end of the capillary, the movement of fluid is pre- 
dominantly outwards at the former site and inwards 
at the latter. The elastic resistance of the tissues to 
distension provides the means of re-establishing the 
balance where the value of any of the component forces 
is disturbed ; and, where the change favours filtration, 
further compensation may be achieved through drainage 
of an increased volume of lymph. If the disturbance is 
severe, or if these compensatory processes are faulty, 
equilibrium is restored only after distension of the tissues 
with cedema fluid. 

Capillary walls are not quite impermeable to protein, 
and the normal capillary filtrate in the limbs has been 
calculated (Landis 1946), to have a protein level of about 
5% of the plasma-protein level. There are no passive 
physical forces to drive this protein back into the blood- 
stream, and probably all of it must return via the 
lymphatics (Drinker and Yoffey 1941). 

Where excess fluid accumulates in the tissue spaces 
as cedema, its protein level depends on (1) the relative 
rates at which protein escapes from the plasma and is 
returned via the lymphatics, and (2) the amount of 
water in which any residual protein is dissolved. The 
escape of protein may be furthered by increased capillary 
permeability, as in burns, or by increased capillary 
filtration, the protein level of the filtrate being normal. 
The volume of accumulated water is decided by the 
balance of the component forces in the Starling cycle 
described above. 

I report here the results of determinations of the 
protein level in some four hundred samples of cedema 
fluid collected from more than two hundred patients. 
When these values are related to the cause and duration 
of the edema, the several varieties of cedema group 
themselves into distinct classes, and light is thrown 
upon the site of breakdown in the normal physiological 
balance. 

Previous studies of cdema-fluid proteins have been 
few, and usually restricted to a single kind of edema. 


REGISTRAR, 


Bramkamp (1935) reported his findings in 26 cases of 
cardiac failure and reviewed previously published figures. 

Stead and Warren (1944) investigated in man the composi- 
tion of fluid arising from experimental venous compression in 
health and in various pathological states. 

Gilligan et al. (1934) noted the effect of diuresis on the 
proteins of serous effusions and, in a very few instances, of 
cedema fluids. 

A state resembling lymphcedema in man was induced in 
dogs by Homans et al. (1934) by serial sclerosis of the limb 
lymphatics, and fluids from the two conditions were compared. 
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Method 


In the present investigation oedema fluid was collected 
through diminutive Southey-type needles and stored 
in sealed glass capillary tubes. The amount of protein 
was determined by an ultra-micro Kjeldahl procedure, 
with micro-diffusion and titration. The protein level of 
fluid samples measuring 10-30 c.mm. can be determined 
by this method over a range extending from 0-1 to 8-0 g. 
per 100 ml. with sufficient accuracy to justify expression 
of the results to the nearest 0-1 g. per 100 ml. 


Results 

Six kinds of edema were selected for special study : 
three (cardiac, hypoproteinemic, and paralytic) mainly 
from the medical wards, and three (venous, and idio- 
pathic and secondary lympheedemas) from the surgical. 
Of the 13 hypoproteinzmic cases 2 were of hepatic origin 
and 11 renal. The paralytic edemas mostly accompanied 
hemiplegia, but a few paraplegia and peripheral-nerve 
injuries. Venous causes included acute venous thrombosis, 
hypostatic ulceration and pre-ulcerative states, and 
varicose veins. Secondary lympheedemas accompanied 
malignant disease or followed irradiation of, or operations 
on, regional lymph-nodes—e.g., post-mastectomy swelling 
of the arm. One of the idiopathic lymphcedemas was 
present at birth ; the others arose at puberty or later. 

Fig. 1 shows the scatter of protein levels for the six 
kinds of edema in 115. patients. The cases are selected 
only to the 
extent of 
excluding 
those of 
doubtful or 
multiple 
pathology. ' 

In fig. 2 
values for 
107 patients 
are plotted, 
in groups 
aecording to 
the cause of 
the oedema, 
against dur- 
ation (repre- 
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the time 
category 
indicated. 
8 cases are 
excluded 
from fig. 2 because their protein levels differed very 
much from the mean values for their groups; possible 
reasons for these differences are discussed below. 

The figures show a very clear separation into two 
classes of edema: cardiac, venous, and hypoproteinzmic 
cedemas are characterised by low protein levels of less 
than 1 g. per 100 ml., the value being independent 
of duration ; and in the "other three kinds of edema the 
protein levels are always higher (1-0-5-0 g. per 100 ml.) 
and rise progressively the longer the cedema has been 
present. 

Each of the low-protein cedemas has a characteristic 
range of protein values: hypoproteinemic 0-1—0-3 g. per 


PROTEIN LEVEL (g. per 100 mi.) 


Fig. |\—Protein levels of eedema fluid in 115 patients. 
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CONTINUOUS DURATION OF CEDEMA 


Fig. 2—Protein levels of cedema fluid related to cause and duration of 
d in 107 p Each point is mean of values from number of 
patients shown thereat. 





100 ml., cardiac 0-3-0-5 g. per 100 ml., and venous 
0-6-0-9 g. per 100 ml. (with peak incidences of 0-25, 
0-39, and 0-73 g. per 100 ml. respectively). Expressed 
as a proportion of the serum-protein level (table 1) the 
cardiac and hypoproteinemic cdema-protein levels are 
almost equal (5-6%), whereas the venous cedema- 
protein levels are higher (about 10%). 

In the high-protein group, including paralysis and 
the lympheedemas, the protein level varies in a manner 
related to the logarithm of the duration of the edema. 
In the malignant and surgical group, for example, the 
mean levels are about | g. per 100 ml. at one week, 2 g. 
per 100 ml. at ten weeks, 3 g. per 100 ml. at a hundred 
weeks, and 4 g. per 100 ml. at a thousand weeks. How- 
ever, individual cases show a wide scatter around these 
mean values, and it is impossible to predict within 
50% what will be the finding in a specific instance. 
Moreover higher levels are consistently found in edema 
fluid from the arms than from the legs—a fact which 
partly explains the lower levels found in idiopathic 


“PROTEIN LEVELS IN CDEMA-FLUID AND SERUM IN 
LOW-PROTEIN C2EDEMAS 


TABLE I 


dema-fluid 
protein (g. per 
100 ml.) 


(é£dema-fluid 
protein as % 


Mean serum- 


Variety of edema protein level 


(g. per of serum- 
(modal or < ae 
peak value) 100 ml.) protein level 
Hypoproteinwmic .. 25 4°43 5-64 
Cardiac Ds 0-39 6°54 5-96 
Venous 0-73 714 10-22 


lymphedema in this investigation, because 9 of the 
10 cases concerned legs. 


Discussion 


The level of protein in the fluid of cardiac and of 
hypoproteinemic edema is about the 5% of the plasma- 
protein level calculated for capillary filtrate. It therefore 
seems reasonable to conclude that these two codema 
fluids arise through a straightforward imbalance in the 
Starling cycle of capillary exchanges, though the precise 
mechanism of the disturbance may not be quite so 
simple as it at first appears (Smirk 1936). 

The higher level in venous cedema is probably explained 
by the small change in capillary permeability which 
accompanies any considerable rise in venous pressure 
(Landis et al. 1932, Stead and Warren 1944). The-rise 
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in venous pressure in cardiac failure is insufficient to 
produce this change. 

The progressive rise in the protein level in the three 
high-protein varieties of cedema suggests the cumulative 
effects of a chronic partial failure of lymphatic drainage. 
It seems probable that a severe degree of impairment of 
lymphatic function can be tolerated in the absence of 
other aggravating factors; but, if for any reason the 
capillary permeability or filtration-rate should be 
increased, and a greater load of protein reach the tissue 
fluids, the protein-drainage mechanism may break down. 
Once a high-protein fluid is established, its own osmotic 
effect may perpetuate the overloading. Such a train of 
events may follow a rise in venous pressure, as where 
the axillary vein is thrombosed or narrowed after radical 
mastectomy (Parker et al. 1955), or a bout of cellulitis, 
or perhaps even premenstrual retention of sodium at 
puberty. This could be the trigger mechanism in 
lymphedema precox, which is notoriously more common 
in girls than in boys. Kitchin and Kinmonth (cited by 
Kinmonth 1954) have demonstrated by plethysmography 
an increased capillary filtration-rate in the grms of some 
patients with idiopathic lymphedema of the legs. 

An understanding of the mode of failure of lymphatic 
function requires a fuller knowledge than we have at 
present of the means of transport of lymph in the normal 
limb. Spontaneous rhythmic activity has been demon- 
strated in lymphatic trunks in man (Kinmonth and 
Taylor 1956), but its relative importance as against 
passive propulsion along valved trunks by voluntary 
muscular activity has not been assessed. 

The cedema of paralysis appears to arise from loss 
of one or both of these agencies, and comparable levels 
have been found in fluids from cdemas accompanying 
late post-traumatic stiffness. 

Malignant and postoperative cedemas follow physical 
interruption of the pathways, but this does not appear to 
be so in idiopathic cases, in which valvular incompetence 
is one of many factors which may be involved. 

The class of cedemas arising from an increase in the 
permeability of capillaries has been studied only in a 
few isolated ‘instances. For example, in a burn the 
fluid-protein level was 4:7 g. per 100 ml. and in a case of 
acute generalised allergic cedema it was 4-2 g. per 100 ml. 
In each case the sample was collected within twenty- 
four hours of the onset of edema, and this immediate 
high-protein level is in contrast to that found in the 
lymphedema fluids. 

A framework now exists on which to group and classify 
edemas, and such a classification is shown in fig. 3, 
with the commonly observed range of protein levels for 
each group. 

Variations from Expected Values 

Individual values show a wide scatter about the mean 
values shown in fig. 2; exceptions are hypoproteinemia 
and idiopathic lymphedema, where a much closer 
grouping is apparent. This scatter does not arise mainly 
through chance variations from case to case but depends 
on the effects of hydrating and dehydrating influences 
on the cedematous limb. If the limb is raised, for instance, 
fluid and electrolytes drain away much more readily than 
does protein, and the protein level in the residual fluid 
rises, because the balance of fluid exchanges across 
capillary walls depends on factors which differ from those 
affecting lymphatic drainage of protein. The response to 
therapeutic diuresis is similar. As a corollary, it has been 
found that, in the high-protein cedemas (other than those 
due to a permeability change), factors which tend to 
aggravate the cdema usually lower the protein level 
by dilution. This phenomenon has been observed on many 
occasions, in cases from all three varieties, in response to, 
for instance, cardiac failure, hypoproteinemia, partial 
venous occlusion (experimental or thrombotic), stilbcestrol 
therapy, and dependency of the limb. 
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Fig. 3—Classification of oedema according to protein level. 


The relative stability of the protein level in cdema 
fluid in hypoproteinemia probably depends on the 
continuous flushing of the tissues by increased rates of 
capillary filtration and lymphatic drainage (McMaster 
1942). In idiopathic lymphedema, on the other hand, 
it seems that it is the structural changes in the tissues, 
preventing rapid volume changes, which tend to stabilise 
the figure. Minor variations of posture or activity 
from day to day have little effect on the ‘‘ hydration ”’ 
or on the protein level. Nevertheless it has been shown 
on numerous occasions that prolonged elevation of the 
limb is accompanied by a rise in the protein level of the 
cedema fluid; and it is likely that very high levels 
published are due to sampling after the limb has been 
kept raised. In the present series no ambulant patient 
in this group yielded a fluid with a protein level above 


TABLE II—EXAMPLES OF MODIFIED (DEMA FLUIDS 
Effects of Mixed Pathology 








Expected Observed 
Case Primary ae Secondary — 
no. pathology (g. per pathology (g. per 
100 ml.) 100 ml.) 
1 Idiopathic ec. 3-0 Cardiac failure i 0-8 
lymphoedema 
2 Idiopathic ec. 3-0 Hormonal cedemat 0-9 
lymphedema : 
3 Mastectomy ce. 3-5 Cardiac failure 1-0 
odema : 
4 Hemiplegia c. 2°5 Cardiac failure 1-1 
Effects of Treatment 
Initial Subsequent 
ee, protein r . protein 
on Pathology level | Natureot | "level 
Be (gz. per . PS (g. per 
100 ml.) 100 ml.) 
5 Cardiac failure 0-5 Bed and 1:3 
mersalyl 
6 Cardiac failure 0-7 »» 1-2 
7 Acute femoral thrombosis 0-5 a6 1-7 
8 Post-thrombotic cdema 07 Bed and 2-3 
(late) elevation 
of limb 
9 Groin clearance for cancer 2-1 os 2-7 
of vulva 
10 Idiopathic lymphcedema 2-4 - 3-7 
1l Hemiplegia 2-3 os 4-2 


* Derived from fig. 2. 

+t Complex hormonal disturbance. Patient receiving thyroid 
r. 1 q.i.d. for myxedema. Mild cedema of contralateral 
imb with protein 0-3 g. per 100 ml. 


3-5 g. per 100 ml. The stabilising influence of fibrosis 
in the swollen tissues is seen also in the malignant and 
surgical group, the scatter becoming less in cases of long 
duration. 

The effects of multiple pathology can be anticipated 
from the foregoing paragraphs. Cardiac failure and 
hypoproteinemia lower the protein level in fluids from 
limbs which are the site of a high-protein lymphedema, 
and vice versa (table 11). 

A further factor influencing the protein level is the 
site of puncture. This is especially so in mixed odemas 
where one type is gravitational. But the protein level 
is always slightly lower in the foot than in the leg, in the 
lower leg than in the thigh, and in the leg than in the 
arm. This difference in cedemas of a single cause amounts 
usually to*no more than 0-2 g. per 100 ml.; but in 
lymphedema with heart-failure there has been as much 
as 1-0 g. per 100 ml. in the difference between fluids 
from the calf and the thigh. The concentrating influence 
of elevation has likewise been greater. 

Unexplained Variations 

4 cardiac-failure patients were seen whose fluid- 
protein level was above 1-0 g. per 100 ml. 3 of the 4 were 
moribund and died within a week from the time of 
sampling. Similar levels were found after intensive 
therapy (table m), and the most likely explanation is 
stasis of lymph due to inactivity in bed. However, the 
4th patient, a man aged 81, was walking about for months 
with mild heart-failure and yielding fluids repeatedly 
with protein levels of 1-3—1-5 g. per 100 ml. The possible 
alternative of anoxic permeability changes in the capil- 
laries was inapplicable in this case because cyanosis was 
absent ; moreover this explanation has been investigated 
and excluded by Stead and Warren (1944), who found 
that cyanosis of.a degree sufficient to cause mental 
confusion did not raise the protein level of cdema 
fluids, and this has been confirmed in the present series. 

There exists a group of chronic eedemas of unexplained 
pathology with protein levels of usually 1-0-1-5 g. per 
100 ml. In this category, for instance, was a woman 
who broke her leg in childhood and developed unilateral 
pitting edema in middle age. But by no means all give 
a history of trauma. These patients have in common only 
their advancing years and a loss of the resiliency of their 
tissues, a feature which may have some bearing on the 
cause. Perhaps, with loss of tissue turgor, the means of 
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compensating for minor alterations in the balance of the 
forces in the Starling cycle is withdrawn. 


Conclusions 


The results reported here permit the identification of 
three distinct categories of @dema due to (1) imbalance 
of the capillary filtration-reabsorption processes; (2) 
failure of clearance of tissue-fluid protein; and (3) 
increased permeability of the capillary walls. 

The filtration edemas have been further subdivided, 
and it has become possible to use the protein level of the 
cedema fluid to diagnose the cause of the edema. Thus 
a protein level of less than 0-3 g. per 100 ml. is always 
associated with hypoproteinzemia, one of 0-3—0-5 g. per 
100 ml. usually with cardiac failure, and one of 0-6—-0-9 g. 
per 100 ml. with venous insufficiency. Protein levels 
of 1-0-2-0 g. per 100 ml. are difficult to interpret. Protein 
levels of 2-0-4-0 g. per 100 ml. usually indicate lymphatic 
failure, whether structural or functional, and higher 
levels indicate either the same or an alteration in 
permeability, depending on the duration of the edema. 

Interpretation of the results is confused by the effects 
of therapy and by mixed pathology. The conditions 
which are most likely to give an unexpectedly high pro-~ 
tein level are inactivity, elevation of a limb, and diuresis. 
Rest in bed has no effect, provided that the patient 
remains active in bed, and diuretics only influence the 
protein level if they diminish the @dema. In practice, 
determination of the protein level of edema fluid has 
its most useful application in distinguishing venous from 
lymphatic varieties of chronic hard edema, and tends 
to be least helpful in chronic soft cedemas arising after 
middle age. 

Finally, the protein level of edema fluid is a clue to 


the fundamental pathological processes of cdema. 
Serial determinations during induced and measured 


changes in the volume of a limb are currently being 
used to give quantitative information about the relative 
roles of capillary permeability and lymph stasis in high- 
protein cedemas. 

Summary 


Some four hundred samples of edema fluid from more 
than two hundred patients were analysed by an ultra- 
micro Kjeldahl technique for their protein content. 

Six varieties of edema in 115 patients grouped them- 
selves into two classes: a low-protein class including 
cardiac, hypoproteinemic, and venous varieties with 
levels of 0-1—0-9 g. per 100 ml.; and a high-protein class 
including paralytic, malignant, surgical, and idiopathic 
lympheedemas with levels of 1-0—5-0 g. per 100 ml. 

In the low-protein class the level is independent 
of the duration of the edema, whereas in the high- 
protein class it rises progressively with the passage of 
time. 

Each of the low-protein varieties has a characteristic 
range: 0-1-0-3 g. per 100 ml. for hypoproteinzemic ; 
0:3-0-5 g. per 100 ml. for cardiac; and 0-6-0-9 g. per 
100 ml. for venous cedemas. The first two are about 
equal proportions (5-6%) of the serum-protein level, 
whereas that of venous edema is higher (about 10%). 
It is concluded that cardiac and hypoproteinzemic 
cedemas arise purely through an altered balance in the 
capillary filtration-reabsorption processes, whereas in 
venous demas increased capillary permeability plays 
a& part. 

The high-protein varieties are considered to be due to a 
failure of drainage of tissue-fluid protein, a lymphatic 
function. Such a failure may arise through obliteration 
of lymphatic pathways, through incompetence of their 
valves, or through removal of the normal agencies of 
lymph propulsion. 

A third (high-protein) class of cedemas is due to an 
increase in capillary permeability. This class, which 
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includes burns and allergy, is characterised by a fluid 
whose protein level is very high (4-0-6-0 g. per 100 ml.) 
from the time of onset. 

The commonest factors modifying the protein level of 
cedema fluids are mixed pathology and the effects of 
treatment. Measures which alleviate the edema com- 
monly raise the protein level in the residual fluid. 


I wish to thank Mr. Rainsford Mowlem and Prof. Alan 
Kekwick, who suggested the subject of this study and gave 
me the benefit of their advice and criticism ; members of the 
staff of the Middlesex Hospital for permission to investigate 
patients under their care; and Dr. A. N. Exton-Smith and 
Dr. M. W. Warren, at the geriatric units of the Whittington 
and West Middlesex Hospitals respectively, for their interest 
and assistance. Much of the information, especially on 
protein variations, was derived from work undertaken 
jointly with Dr. Exton-Smith. The investigation was made 
possible by a research grant from the funds of the Middlesex 
Hospital. 
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ABSCESS 


From the Department of Surgery, University of Edinburgh 


PRIMARY abscess of the mesentery of the small bowel 
is rare. We have been able to find only seven published 
definite cases of solitary abscess (Wilensky and Hahn 
1926, Etchegorry 1927, Bouchard 1928, Ybarz 1938, 
Bittencourt and Russo 1950); but examples of diffuse 
suppurative mesenteric adenitis, with or without suppura- 
tion elsewhere in the body, have been described from 
time to time (Huggins 1911, Mitchell 1913, Turberville 
1928, Rosenburg 1937, Schwyzer 1939). Small foci of 
suppuration in enlarged lymph-nodes have also been 
reported either as an incidental finding at laparotomy 
(Rosenburg 1937, Foster 1938) or as a cause of general 
peritonitis (Bouchard 1928, Ireland 1938). We have 
recently observed two cases of acute mesenteric abscess 
presumably secondary to suppuration of a mesenteric 
lymph-node. 

Case-reports 

Jase 1.—A man, aged 42, was admitted as a surgical 
emergency to the professorial surgical unit of the Royal 
Infirmary of Edinburgh with four days’ history of intermittent 
colicky abdominal pain. The spasms of colic became steadily 
more frequent and more severe, and thirty-six hours before 
admission he also began to have diarrhea ; his stools contained 
a little mucus but no blood, and each bowel motion was 
accompanied by the passage of flatus. He did not give any 
history of previous illness. 

On examination he was thin and looked toxic and dehydrated. 
His temperature was 100°F and his pulse-rate 98. His 


abdomen was moderately distended and generally tender 
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on palpation. No abnormal mass was detected in it. Normal 
bowel sounds were heard, and splashing was not elicited. 
Rectal examination was negative. Straight radiography of the 
abdomen showed cistended coils of small bowel with fluid 
levels. On the evidence of these films and in view of his dis- 
tension and history of colic incomplete obstruction of small 
bowel was diagnosed. 


Operation.—Distended coils of small intestine presented 
when the abdomen was opened ; the obstruction was found 
in the lower ileum, where the bowel was acutely angled by 
fine adhesions between the bowel and the root of the mesentery. 
These adhesions were easily broken down by dissection with 
the finger, and an abscess cavity about 4 cm. in diameter was 
opened. About 30 ml. of thin pus was discharged from this 
cavity. The wall of the abscess was formed partly by the 
mesentery and partly by coils of small bowel. The remains of a 
mesenteric lymph-node were found in the mesenteric aspect 
‘of the wall, and it was presumed that this node had under- 
gone suppuration. The whole of the small intestine was 
examined and found to be normal; there was no evidence of 
perforation of the bowel or of enlargement of the lymphoid 
follicles in the ileum. The appendix was healthy. The 
abdomen was closed in layers, with drainage of the sub- 
cutaneous tissues. 


Postoperative progress was uneventful. Crystalline penicillin 
250,000 units four-hourly and streptomycin 1 g. twice daily 
were given by the intramuscular route; intravenous fluids 
and gastric suction were continued for three days. Fluid 
by mouth was given from the third day after operation, after 
normal intestinal activity had returned. An enterococcus 
and a hemophilic bacillus were cultured from the pus from 
the mesenteric abscess. These organisms were sensitive to 
chloramphenicol and the tetracyclines but resistant to 
penicillin and streptomycin. No acid-fast or alcohol-fast 
bacilli were seen in films made from the pus, and there was 
no growth of Mycobacterium tuberculosis on special culture. 
Antibiotics were withheld a week after operation, and the 
patient was discharged for convalesence on the tenth post- 
operative day. He has since remained well. 


Case 2.—A shipyard worker, aged 32, was admitted to the 
professorial surgical unit of the Royal Infirmary with two 
weeks’ history of dull ill-localised suprapubic pain. At the 
onset of his illness he had felt feverish and had been consti- 
pated, but these symptoms and tke pain had subsided after 
rest in bed for a week. Two days before his admission the 
pain had increased in severity and had become localised 
in the medial part of the right iliac fossa. His bowels had 
last moved three days before his admission. His past health 
had been good. 


On examination he looked ill and had tachycardia at rest 
(100 per min.) and pyrexia (101°F). His tongue was furred 
and dry. His abdomen moved normally with respiration ; 
palpation revealed localised tenderness and guarding below 
and to the right of the umbilicus ; and, though firm palpation 
was resisted, it was thought that a mass about 6 cm. in dia- 
meter could be felt in this area. Palpation of the rest of the 
abdomen and rectal examination were both negative. The 
urine was normal and the white-cell count was 16,000 per 
c.mm. An appendix abscess was provisionally diagnosed. 


Operation.—Under general anzesthesia the abdomen was 
re-examined. Not only could the mass be felt in the right 
iliac fossa but also it was possible to move it freely from side 
to side below and to the right of the umbilicus. The diagnosis 
was changed to ‘‘ mesenteric inflammatory mass, possibly 
a mesenteric cyst with secondary infection,’ and the abdomen 
was opened through a low paramedian incision, the rectus 
muscle being displaced. The general peritoneal cavity was 
healthy. The mass was lying in the mesentery of the small 
bowel and surrounded by several adherent coils of ileum and 
jejunum. The appendix was normal. In drawing up one 
of the coils of small intestine attached to the mass, an abscess 
cavity was at once opened into, and about 100 ml. of creamy 
odourless pus was sucked out. The abscess was bounded 
posteriorly by the anterior leaf of the mesentery. There 
was no evidence of any intrinsic lesion in the adjacent small 
bowel or of perforation by a foreign body. The mesenteric 
lymph-nodes were normal. The intestine was completely 
freed from the wall of the abscess, and the abdomen was 
closed after a large tube had been passed down to the abscess 
cavity through a separate stab incision to the right of the 
original incision. 
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Postoperative course was stormy. The patient developed 
paralytic ileus, which responded well to gastric suction and 
intravenous therapy. Culture of the pus from the abscess 
yielded a mixed growth of organisms of the bacteroides and 
clostridial groups. Since their combined sensitivities were 
to penicillin and streptomycin, penicillin 250,000 four-hourly 
and streptomycin 1 g. daily were given for the first four post- 
operative days. On the fourth postoperative day oxytetra- 
cycline was substituted for penicillin and streptomycin, 
because bacteroides very rapidly change their sensitivity 
to antibiotics. On the sixth postoperative day, after normal 
bowel sounds had: returned, the patient suddenly developed 
profound circulatory collapse and shortly afterwards passed 
a watery stool which contained occult blood. Staphylococcal 
enterocolitis was diagnosed, and the circulatory failure was 
treated with intravenous plasma, of which 4 litres was given 
in the first hour to sustain the blood-pressure and restore 
normal capillary circulation. The diarrhea persisted for 
seventy-two hours, and continuous intravenous therapy was 
required during this time. Culture of the stool during the 
attack of diarrhoea yielded a profuse growth of coagulase- 
positive Staphylococcus aureus resistant to all the available 
antibiotics, confirming the diagnosis of staphylococcal entero- 
colitis. Recovery was thereafter uneventful, though a wound 
abscess which contained a moderate amount of pus was 
drained on the thirteenth day. Staphylococci, sensitive to 
chloramphenicol, were cultured from this site. 

Pathological examination of the abscess wall showed acute 
and subacute inflammation with scattered areas of dense 
fibrosis, numerous plasma cells, and a moderate number 
of histiocytes. The age of the connective tissue suggested 
that the abscess had formed shortly after the onset of the ~ 
illness two weeks before admission. 


Discussion 


The absence of other demonstrable sites of infection 
within the abdomen justifies the description of these two 
cases as examples of primary mesenteric abscess. The 
source of the infection was almost certainly the lumen of 
the bowel because of the presence of enterococci in case 1 
and clostridia and bacteroides in case 2. Bacteroides 
are one of the commonest small-bowel organisms and 
can be shown to be present in the pus from a surprisingly 
large number of cases of intra-abdominal suppuration 
by special methods of culture (Gillespie and Guy 1956). 
Neither clostridia nor bacteroides have previously been 
found in a mesenteric abscess. Bittencourt and Russo 
(1950) isolated Staph. aureus and Staph. citreus from 
their two cases; streptococci were found in Ireland’s 
(1938) cases of peritonitis after rupture of suppurating 
glands, and a diplococcus was cultured post mortem 
in Mitchell’s (1913) case. In Lehman’s (1891) and 
Frankel’s (1887) cases and in one of those of Huggins 
(1911) typhoid infection was the cause. 

The clinical features are not typical. The patient may 
present with peritonitis, or, as in the present cases, 
with the signs of acute intestinal obstruction or of local 
acute inflammation within the abdomen. A mass may be 
palpable under anesthesia (Wilensky and Hahn 1926, 
Bittencourt and Russo 1950); in case 2 such a mass 
had the characteristic side-to-side mobility of a mesen- 
teric mass. It is important to culture the pus for 
bacteroides because these organisms can be responsible 
for long-continued and intractable sepsis in the abdominal 
wall or within the abdomen unless they are adequately 
dealt with by the appropriate antibiotic (Gunn 1956). 
Biopsy of the abscess wall should also be undertaken ; 
not only can this help to exclude tuberculosis but also 
it may suggest bacteroides infection by showing a cellular 
pattern containing predominantly plasma cells and 
histiocytes. 

Summary 

Two cases of mesenteric abscess are described. 

Enterococci and hemophilic organisms were cultured 
in one case and bacteroides and clostridia in the other. 

The condition is a rare cause of acute intra-abdominal 
suppuration. 
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A preoperative diagnosis is unlikely unless a mass 
with the characteristic mobility of a mesenteric lesion 
can be felt. 

The treatment is drainage and antibiotic therapy. 


We wish to thank Dr. J. H. Bowie for the bacteriological 
reports and Mr. A. A. Gunn for his interest in and help with 
case 2. 
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WueEN irritation of the lower surface of the diaphragm 
is present, pressure over the phrenic nerve in the neck 
is said to cause pain either at the point of pressure or in 
the abdomen. Saegesser (1938) stated that, in all his 
patients with ruptured spleen (number not stated), 
pressure over the left phrenic nerve in the neck produced 
pain at that site. The test was applied by placing the 
thumb of the right hand (from behind) on the left side 
of the neck between the sternomastoid and scalenus 
anterior muscles. Pressure was then directed backwards 
towards the larynx and the vertebral column. As a 
control, similar pressure was exerted over the right 
phrenic nerve. 

Hoffman (1952) observed that, in cases of intraperi- 
toneal hemorrhage and peritonitis pressure over the 
phrenic nerve in the neck caused pain in either the upper 
or the lower part of the abdomen. The pain was most 
often in the line of the lateral border of the rectus 
abdominis muscle on the side of the body on which the 
pressure was exerted. He described the pressure point 
as being on either side of the neck, just posterior to the 
lateral border of the sternomastoid muscle, and ? 
inches above the clavicle. 
*‘ phrenic point.” 

Saegesser’s sign was very useful in the diagnosis of the 
following three consecutive cases of ruptured spleen. 


mastol al"/, 
This site has been called the 


Case-reports 


Case 1.—A man, aged 20, was admitted to hospital on 
Feb. 12, 1955, after being kicked in the left loin while playing 
football. He had pain in the left hypochondrium and left 
shoulder-tip pain, which was worse on deep breathing. 
Pressure over the left ‘‘ phrenic point’ caused pain at that 
site in sharp contradistinction to similar pressure on the 
right side. His blood-pressure was 120/76 mm. Hg and pulse- 
rate 76. Surgical exploration was not advised, and the 
patient’s condition improved during the next twenty-four 
hours, his pulse-rate and blood-pressure remaining normal. 
During the next few days Saegesser’s sign could not be 
elicited. The patient was kept in bed until Feb. 18, and then 
allowed to get up. This was followed by a recurrence of the 
pain in the left hypochondrium. Next day the pain became 
worse, and the pulse-rate began to rise. Saegesser’s sign was 
once more positive. Immediate laparotomy was done, and 
the spleen was found to have a laceration near its upper pole. 
It was removed, and the patient made an uneventful recovery, 
being discharged from hospital on March 14. 
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Case 2.—A motor-cyclist, aged 43, was admitted to hospital 
on March 13, 1955, as an emergency after a collision with a 
motor-car. He was pale and shocked, with blood-pressure 
130/98 mm. Hg and pulse-rate 100. He complained of a 
pleuritic type of pain in the left lower part of his chest but 
had no shoulder-tip pain. He had also sustained a compound 
fracture in the lower third of his left tibia. 

There was tenderness in the left hypochondrium and an area 
of dullness extending for 2'/, inches below the left costal 
margin. On pressure over the left “‘ phrenic point ’’ he com- 
plained of pain both in the neck and in the left hypochondrium. 
After resuscitation, laparotomy and wound toilet of the 
compound fracture were done simultaneously. The spleen 
was found to be ruptured on the gastric surface near its hilum 
and was removed. The upper pole of the left kidney was 
bruised, and there was a large retroperitoneal hematoma. 
Apart from a collapsed left lower lobe, the patient made a good 
recovery but required extended treatment for his fracture. 

Case 3.—A boy, aged 12 years, was admitted to hospital 
on April 4, 1955, as an emergency after being knocked off his 
bicycle. He was pale and restless, with blood-pressure 120/80 
mm. Hg and pulse-rate 86. There was extreme tenderness and 
muscle guarding in the left hypochondrium. There was no 
shoulder-tip pain, but pressure over the left ‘‘ phrenic point ”’ 
caused pain at that site. At laparotomy a riptured spleen 
was removed; it was lacerated near its hilum. There was 
also a hematoma in the left cupola of the diaphragm. 


Discussion 

The mechanism of this sign does not appear to have 
been fully explained. Saegesser suggested that it was 
due to ‘‘ hyperzsthesia of the left phrenic nerve ’’ carrying 
afferent impulses from the injured splenic capsule. He 
further postulated that the anatomical basis of this 
‘** hyperesthesia of the phrenic nerve’’ depends on the 
fact that the phrenic nerve carries sensory fibres which 
run from the capsule of the spleen by way of sympathetic 
branches. These sympathetic fibres run via the celiac 
ganglion to the phrenic plexus, which communicates 
with the phrenic nerve. 

Hoffman, on the other hand, allied this phenomenon 
to the well-known rebound sign of acute abdominal 
diagnosis. He suggested that such phrenic nerve pressure 
leads to a contraction of the diaphragm ; the following 
diaphragmatic relaxation resulting in rebound abdominal 
tenderness in much the same way as it results from release 
of the anterior abdominal muscles in cases of peritoneal 
irritation. He therefore proposed the name of the 
‘‘phrenic nerve rebound phenomenon.’ His list of 
positive cases included a ruptured left ovarian cyst with 
hemoperitoneum, a perforated duodenal ulcer with 
peritonitis, and a perforated appendix with a sub- 
diaphragmatic abscess. 

Neither of the above explanations accounts for the 
fact that the pain may be felt either in the left posterior 
triangle of the neck or in the abdomen. Case 2 is particu- 
larly interesting in this respect because pain was present 
in both sites on pressure over the left phrenic nerve. 
This seems to indicate that the difference in location of 
the pain may depend on the double nerve-supply of the 
diaphragm: the phrenic nerve supplies the central 
portion of the diaphragm, and the lower intercostal 
nerves supply the peripheral area. Thus, according to the 
part of the diaphragm which is irritated, referred pain 
may follow stimulation of the phrenic nerve as it lies 
on the scalenus anterior muscle. This referred pain may 
be either in the neck or in the abdomen, or in both if the 
whole left diaphragmatic leaf is involved. It might then 
be argued that the sign may be positive on either side in 
diaphragmatic pleurisy or in subphrenic infection. In 
fact Hoffman refers to a case where the test was positive 
on the right side. Further observations are required to 
elucidate this point. 

This sign, as originally described by Saegesser (1938), 
appears to be particularly useful in cases of ruptured 
spleen. As Henry (1950) suggested, confirmation of its 


value’is needed. Adequate opportunity has not arisen 
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to decide whether it can be used in other cases where 
subdiaphragmatic irritation is present. Tilting the foot 
of the bed in hemoperitoneum due to causes other than 
ruptured spleen may help to resolve this problem. 
Ruptured ectopic pregnancies would seem suitable in this 
respect. 

In vase 1, where delayed rupture appeared, the phrenic- 
pressure sign was positive both on admission and on the 
sixth day, when the symptoms recurred. This fact seems 
to confirm Saegesser’s (1938) original observation that 
the sign was positive in subcapsular splenic hematomas. 
In fact, he regarded its presence as an indication for 
operation in doubtful cases. 


Summary 

Attention is redirected towards the ‘‘ phrenic-point 
test ’’ first described by Saegesser (1938). 

This sign appears to be valuable in diagnosing 
traumatic ruptured spleen. 

The fact that this sign is positive when only a sub- 
capsular hematoma has formed in splenic injuries 
indicates that it may be a satisfactory criterion for 
immediate laparotomy in doubtful cases. 

Further observations are required regarding the presence 
of the sign in peritonitis and other cases of diaphragmatic 
irritation. 

My thanks are due to Mr. C. J. B. Murray and Mr. R. A. 
King for permission to publish, and to Mr. L. P. Le Quesne 
for helpful criticism. 
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Tue successful treatment of ventricular standstill in 
Stokes-Adams disease by an external electric stimulator 
has been described by Zoll (1952), Zoll et al. (1954), and 
Rosenfeld and Segall (1955). Each of Zoll’s 25 patients 
was successfully resuscitated, and 10 survived for more 
than a month without sequele; 3 patients were still 
well eleven, eighteen, and twenty-four months after 
resuscitation. Unexpected ventricular standstill during 
anesthesia, surgical operation, and drug therapy has also 
been successfully treated (Zoll et al. 1955). 

The principle is the passage through the intact chest 
wall of a succession of electric impulses too small and too 
short to cause ventricular fibrillation but sufficient to 
stimulate the ventricles directly. We have constructed a 
simple and effective apparatus at the cost of a few 
pounds and have used it in the treatment of 2 patients. 
Although our experience has been so small, the design 
and use of the apparatus is described in the hope that 
further knowledge of this treatment can be rapidly gained 
despite the rarity of these emergencies in any one hospital. 


Case-reports 


Case 1.—A thin woman, aged 66, was admitted to 
St. George’s Hospital under the care of Dr. Hugh Gains- 
borough. She had complained for six years of short attacks 
of sudden loss of consciousness which had recently been 
increasing in frequency. A relation of hers reported that the 
patient had had minor attacks of syncope, assumed to be 
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hysterical, from the age of 18, and had had diphtheria as a 
child. Chest pain suggesting angina pectoris had been present 
for a few months before admission. 

On examination she was found to have right bundle-branch 
block and complete heart-block, with a ventricular rate about 
40 a minute (fig. 1). During an attack electrocardiography 
showed ventricular standstill (fig. 2). The blood-pressure was 
205/100 mm. Hg, and there were no signs of cardiac enlarge- 
ment or of heart-failure. 

Progress.—The attacks increased in frequency and duration 
despite treatment with ephedrine, isopropylnoradrenaline, 
and adrenaline, and periods of semiconsciousness lasted an 
hour or more. 

External Electric Stimulation.—Electrocardiograph jelly and 
electrodes were applied to the second right interspace, close 
to the sternum and to the region of the cardiac apex, in pre- 
paration for external stimulation. After absence of the radial 
pulse for 40 seconds the external stimulator was switched into 
use, with the negative electrode at the apex. Each stimulus 
produced a palpable radial pulse, and subsequently a tracing 
from the femoral artery showed a pressure of 130/70 mm. Hg 
(fig. 3). A dramatic return to full consciousness took place 
after a few seconds, and the main problem was to control the 
discomfort produced in the chest by contractions of the 
pectoral muscles with the electric shock. At first it was 
necessary to pass an endotracheal tube and to use light 
anesthesia with nitrous oxide and oxygen. Later the patient, 
though very nervous, became more used to the shock, and the 
discomfort was fairly satisfactorily controlled with methadone 
hydrochloride 10 mg. orally every six hours and pethidine 
10-20 mg. intravenously when required. Local infiltration 
with procaine and the intravenous administration of suxa- 
methonium chloride were ineffective, presumably because the 
pain was due to direct electrical stimulation of the pectoral 
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Fig. |\—Electrocardiogram (case |) showing right bundle-branch block 
and complete heart-block. Ventricular rate was 40 beats a minute. 
In this and subsequent figures the time markings have been 
removed for clarity. 
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Fig. 2—Electrocardiogram (case |) showing ventricular standstill 
during a Stokes-Adams attack. 





muscles. Fortunately, as time went on, the patient became 
much less sensitive. Periodic use of the stimulator maintained 
the heart’s action for the next 68 hours. Sodium lactate 
(Bellet et al. 1955) (120 ml. of half molar solution) was given 
intravenously over five minutes and repeated twenty minutes 
later. After each injection there were spells of spontaneous 
idioventricular rhythm, and at one stage even sinus rhythm 
was observed for the first time. More lactate was not given, 
because the patient complained of weakness and a bitter taste 
in the mouth and appeared to be unable to move her legs for 
a short time, perhaps as a result of too rapid administration. 
The serum-potassium level at this time was 6-8 m.eq. per litre, 
later falling to 4-8 m.eq. per litre. After further use of the 
stimulator spontaneous idioventricular rhythm returned and 
persisted. For the next four days the patient was quite well, 
comfortable, and free of evidence of cerebral damage. Cardiac 
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maintained the heart beat for several hours. Ectopic beats and 
periods of tachycardia were finally succeeded by a failing 
response and death, despite continued stimulation. Permission 
for necropsy was not obtained. 


Method 

The apparatus used in case 1 gave a monophasic 
square wave lasting 20 millisec. at 40 V and a current of 
25 mA. A rate of stimulation between 40 and 50 impulses 
a minute was effective. Standard Cambridge electro- 
cardiograph electrodes measuring 4 x 6 cm. were used 
after a liberal application of electrode jelly. Firm 
pressure was unnecessary, and the electrodes were held 
in position with strips of plastic adhesive. The positive 
electrode was placed over the second right interspace 
close to the sternum, and the negative electrode over the 
apex, but Zoll et al. (1955) state that polarity is unim- 
portant. Positioning, however, was important and 
critical. Movement of 1 cm. might lead to failure of 
stimulation, shown by disappearance of the radial pulse. 
The best position was obtained by the operator moving 
the electrodes, one at a time, while feeling the radial 
pulse. Electrodes with insulated handley would have 
been an advantage. Small superficial burns beneath the 
electrodes were noticed on the second day of stimulation 
and must have been caused by ionisation, because the 
current was too small to burn. Further burns were 
prevented by using gauze pads, soaked in saline solution, 
beneath the electrodes ; but these may 
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reduce the efficacy of stimulation. 
Shortening the stimuli from 20 to 
2 or 3 millisec. might have reduced 
! the tendency to burn, but this complica- 
tion has been reported by Zol] using 








Fig. 3—Pressure pulse from femoral artery (case |!) during external stimulation. 
external impulse (E) is followed at an interval of 0°23 sec. by a normal arterial pulse. 
panied by absence of arterial pulse, which 
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arrest then recurred and the stimulator was used for two 
hours before spontaneous ventricular activity returned, and 
again there was no evidence of cerebral damage. 

Outcome.—The patient later died from a syncopal attack 
when the external stimulator was not available. At necropsy 
there was neither macroscopic nor microscopic evidence of 
damage to the heart. There was no significant coronary 
disease, and the only abnormality discovered was an area of 
fibrosis cuffing the bundle of His below the atrioventricular 
node (fig. 4). The heart weighed 330 g. 

Case 2.—A thick-chested man, aged 38, under the care of 
Dr. Una Ledingham at the Royal Free Hospital was treated 
with less success, and may be the subject of a more detailed 
report. The stimulator was successful at times but eventually 
failed to evoke a ventricular response. <A higher voltage of 
stimulation was obtained with a simple apparatus consisting 
of a high-tension battery, condenser, and morse key, and this 


Fig. 4—Section through bundle of His (case |) showing infiltration with 
fibrous tissue. 





stimuli of shorter duration and higher 
voltage. To reduce burning and dis- 
comfort, the voltage and duration of 
the stimulus should be the minimum 
needed for stimulation. 

The efficiency of electrical stimulation can only be 
assessed by its mechanical effect, and any discrepancy 
can be noticed at once by feeling the pulse. Each stimulus 
produced a flash from a neon-lamp on the front of the 
instrument, and 
this was followed A Ps A 
by a pulse at the 
wrist. The elec- 
trocardiogram 
was observed 
continuously on 
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difficult to 

interpret, owing to artefacts. There was a large overswing 
due to distortion in the electrocardiograph amplifier 
from the high voltage of the external stimulus (4, fig. 5). 
It was possible to recognise the P waves, the onset of 
the external impulse (£), and a small wave (vx) whenever 
the ventricle contracted as a result of the external 
stimulus. 

Zoll states that recording difficulties can be avoided 
if the electrocardiograph has no condenser in the input 
circuit, but the best method of deciding the efficiency 
of the treatment is to feel the radial pulse. Occasionally 
a spontaneous ventricular beat preceded the external 
impulse (fig. 6); if it was repeated, the stimulator was 
switched off, and spontaneous beating usually continued. 
In the absence of spontaneous beating the heart-rate 
corresponded to the rate of external stimulation. Short 
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runs of ectopic ventricular beats sometimes appeared 
and tended to disappear when the rate of stimulation 
was reduced (fig. 7). 

Discussion 


Cardiac syncope, meaning abrupt loss of consciousness 
due to diminished cardiac output, is an emergency 
requiring effective treatment within three to five minutes 
if cerebral damage is to be prevented. The main causes 
of cardiac syncope, according to the classification of 
Stokes-Adams attacks by Parkinson et al. (1941), are 
(1) ventricular standstill, (2) ventricular bradycardia, 
(3) ventricular tachycardia followed by standstill, and 
(4) ventricular fibrillation or rapid ventricular tachy- 
cardia. (Blocking of the circulation by pu!monary 
embolus or mass thrombus in an auricle will not be 
discussed.) The stimulator proved to be of value, in our 
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Fig. 6—Spontaneous ventricular complexes (V) preceding external 
stimulus which fails to induce a ventricular beat and is followed by the 
usual artefact (case 1). The sti 1 is d and ta 
ventricular activity i bisac i tion of a. 

















small experience, in (1) and (2) and during the period of 
standstill in (3). Ventricular fibrillation, however, can 
only be treated with certainty at present by immediate 
cardiac massage, followed, if necessary, by ele. tric 
defibrillation with large alternating electric currents 
about 2 A at 100 V, of 0-1-0-2 sec. duration, applied 
directly to the exposed heart (Milstein and Brock 1954). 
External electric defibrillation 

through the intact chest has 

been thought to be unpractical es 















AV VM A. VA VV A VA 
aVF 
a 
t t t t + 
E E E E E 
A A A A 
pt t t b 
E P E y ie P —E P 





Fig. 7—Electrocardiogram (case |!) showing runs of spontaneous ven- 
tricular ectopics which cease when rate of external stimulation is 
slowed from 43 to 33 impulses a minute. 6 is a continuation of a. 


Direct stimulation. of the sino-auricular node at 
operation or through a cardiac catheter was described by 
Callaghan and Bigelow (1951) and by Hopps and Bigelow 
(1954), who published a suitable circuit producing a 
pulse with a sharp rise, of 3 or 4 millisec. duration, 
from a thyratron oscillator. The sharp stimulus seemed 
to act as an auricular impulse (‘‘P wave’’) and, in 
one of their published figures, was followed after an 
interval of 0-12—0-16 sec. by a QRS complex of normal 
appearance accompanied by contraction. This delay 
seems to correspond to the normal P-—R interval. 


For the treatment of ventricular standstill by external 
stimulation through the chest wall Zoll used a modifica- 
tien of an existing physiological stimulator, as found in 
many physiotherapy departments, producing mono- 
phasic electric impulses lasting 2 or 3 millisec. and with 
the entire wave-form lying above the base-line. The 
frequency of the impulses could be varied from 30 to 180 
a minute at 0-150 V. The circuit of this instrument was 
not published and, although available commercially in 
America, it is expensive. 

At first we constructed a stimulator from the circuit 
published by Rosenbaum and Hansen (1954) but had 
difficulty in obtaining a suitably shaped impulse of 
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because of the very large 
currents required (Wiggers 1940) 
and will not be discussed 
further here, but some success 
has recently been achieved 
by Zoll et al. (1956). 

For the treatment of ven- 
tricular standstill much smaller 
currents are needed to stimulate 
a contraction, and the necessary 
potentials vary from a few 
volts for direct stimulation 












































of the exposed heart (Hopps 
and Bigelow 1954) to 12-150 V 
for external stimulation through 
the intact chest wall. The 
duration must be short to 
avoid the vulnerable period 
of late systole (Wiggers 1949) 
and needed to be less than 
100 millisee. in the investiga- 
tion made by Herrod et al. 


(1952) on dogs. The effective- a: Sone a wif 
ness of a stimulus depends P+ ~~. (RQ = Bu 
on its duration and its voltage, ee a 
and by increasing the one poe = Bee 
the other can be _ reduced. ~ . . 
Impulses of short duration how- RLA 
ever, are slightly more efficient yr 


(Brooks et al. 1955). RLD 











g AUTOMATIC STIMULATOR = fT Pe 
s : c ; 
1 P: 2 ‘ 
= c KTY : 
4 1 : ' 
Are f : beds 

= © | ii 
SR7 so “ne Ww} c a3 
« > > r+o4 ® x< : 
> Se 2ru| ay R44] : $s; 

DP) 7* i & jj OUTPUT 
: s, 
rs \g/V3 ; i 

xcs "| ceittt H— 
I i 4 
MF BP) we ; 
Me a: oa 
Sh ae ae 3 

Ris 
Z 








3vq 
C7) z MAINS 
e INPUT 
T MR 


200 V. 200V. _ 
POWER SUPPLIES 


Fig. 8—External stimulator. 





47K Q a on .. O25uF VV: ECC 81 

10M Q ar -. O2SyF V, Z803U 

8200 a — N Neon indicator 
100K Q a” te -. 4uF MR Metal rectifier 
100K Q Cc, ... 100uF350vw Transformer 200 V at 40 mA 
KQ - = 50uF 350vw 63 VatliA 
ISKQ C, «.. 32uF 350vw 


Type 600 Relay 2250 2 make contacts 

Type 600 Relay 2250 (22 break contacts 

Type 600 Relay 2250 (22 break | change over contacts 
Type 600 Relay 22502! change over contacts 





L188 


THE LANCET] ORIGINAL 
sufficient power. We therefore substituted a simple 
apparatus embodying a high-speed relay giving a mono- 
phasic square wave, as recommended by Zoll et al. (1954), 
but the longer duration may have increased the tendency 
to cause burns, and the voltage was often only just 
sufficient, even in case | with careful placing of the 
electrodes. In case 2 the lessened effectiveness of 
stimulation was at least partly due to insufficient 
voltage across the heart, probably caused by a much 
thicker chest wall. 

As a result of these experiences a new stimulator has 
been built (see Appendix). The duration of the pulse can 
be varied from 1 to 4 millisec. with a maximal voltage of 
200, and the instrument may be operated from either the 
mains or batteries without delay from ‘‘ warming up.”’ 
The batteries are automatically cut out if a mains supply 
is connected. The duration of the pulse depends on the 
resistance between the electrodes, and the pulse has the 
usual shape of a condenser discharge. An automatic 
device sounds an alarm or switches on the pacemaker if 
for 6 sec. no QRs has been received from a separate 
electrocardiograph attached to the patient. If the valve 
in the warning device fails, an indication is given in the 
same way as if the delay period of 6 sec. had elapsed. 
The complete apparatus, including batteries, weighs 
11 lb. and measures 9 6 51/, in. 

A simple emergency pulse-generator was also con- 
structed, consisting of a high-tension battery, condenser, 
and morse key, operating on the same principle as the 
automatic stimulator, shown within the dotted lines on 
the circuit diagram (fig. 8). 

The efficacy of this simple stimulator, made of only 
three components, was proved in case 2. 

The mechanism of external stimulation is of interest. 
Owing to electrical distortion no information could be 
obtained about the time intervals or pattern of the 
electrocardiogram resulting from the external stimulus. 
However, the simultaneous recording of the external 
impulse and the femoral pulse showed a time interval, 
between the onset of electrical and mechanical pulses, 
of 0-23 sec., which about the same as the normal 
interval between the onset of grs and the femoral pulse 
(with the same pressure-recording apparatus in control 
patients with mitral stenosis, the tune from the onset of 
ars to the onset of femoral pulse was 0-20—0-23 sec.). 
This suggests that the external electric impulse is acting 
directly on the ventricles and is comparable to the Qrs 
complex, the mechanism of action being different from 
that of Bigelow’s sino-auricular pacemaker, which 
produces an artificial P wave. 


1s 


The effectiveness of the external stimulator suggests 
that it should be the first line of medical treatment of 
ventricular standstill in Stokes-Adams disease, if sym- 
pathomimetic drugs by the usual routes have failed. 
Perhaps its use should precede the direct injection of 
drugs into the heart, since this i8 not infrequently 
followed by hzemopericardium (as in Zoll’s cases), and 
adrenaline may cause ventricular fibrillation (McMillan 
et al. 1952). 

The external stimulator should also be successful in 
ventricular standstill from other causes, provided that 
the myocardium is well oxygenated, and its effective use 
in 12 cases has been reported (Zoll et al. 1955). Ventricular 
standstill may occur during anesthesia and surgical 
operations, during treatment with cardiac depressants 
such as quinidine and procaine amide, and during investi- 
gations such as catheterisation and angiocardiography. 
It is probable that external stimulation, to be successful, 
must be started within 3 minutes of standstill. This can 
only be achieved if the stimulator is held in readiness, 
and it should be started from batteries if there is delay 
in finding a mains supply. Another serious difficulty is 
to exclude ventricular fibrillation as the cause of arrest, 
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for external stimulation is then useless and dangerous 
because it will waste valuable time before massage can 
be started. Unless there is continuous electrocardio- 
graphic observation, the differentiation of fibrillation 
and standstill may be impossible until the pericardium is 
opened (Milstein and Brock 1954). Fortunately it is 
thought that the usual mechanism is standstill (Cooley 
1950), but in most reports there is no proof of the 
mechanism, and in operations involving handling of the 
heart ventricular fibrillation is much more usual (Milstein 
and Brock 1954). When the surgical facilities are good, 
there is a strong argument for immediate thoracotomy 
and cardiac massage without wasting time with differ- 
ential diagnosis, drugs, or an external stimulator. When 
massage has produced adequate oxygenation of the 
myocardium, and after electric defibrillation if necessary, 
the external stimulator may prove of value. After the 
heart has been restarted and the chest wall repaired, 
the stimulator should prove useful if standstill is repeated, 
provided that the electrodes are already applied and the 
machine is ready for immediate use. If the electrocardio- 
gram is recorded continuously in such a patient, the 
warning device can be used to start external stimulation 
automatically a few seconds after ventricular standstill. 


We are indebted to Dr. Hugh Gainsborough for case 1, and 
Dr. Una Ledingham for case 2; Dr. Brian Day for help with 
anesthesia ; and Dr. Alastair Hunter for helpful criticism. 
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Appendix 

The external stimulator is shown in fig. 8 and consists 
of three parts: the pulse generator, the automatic 
stimwator, and the warning device. 

The pulse generator is enclosed within the dotted lines. 
It consists of a condenser and a change-over switch. The 
duration of the pulse is controlled by switch S, and 
depends on the capacity of the condenser and the resis- 
tance of the patient. Assuming that the resistance of the 
patient is 1000 ohms, the values of the condensers shown 
will give a duration of impulse of 1, 2, or 4 millisec. 
Switch C/2 should be spring-loaded to make contact at 
X. To deliver a pulse C/2 makes contact with Y ; and, 
when C/2 is released, the contact will return from Y to X 
and so charge the condenser. This pulse generator may 
be made up as a simple emergency unit consisting of 
a high-tension battery—e.g., 120 V—connected at P 
and Q; the condenser; and a morse key for manual 
operation. 

In the complete automatic stimulator C/2 is one set of 
contacts on a relay which is energised at a rate governed 
by the cold cathode trigger tube V, and controlled by 
R,. The output voltage is determined by R,,. If the 


mains are not connected, relay D is not energised, and 
the batteries are put automatically into the circuit 
(*‘ layer ’’ batteries should last 10 hours). 

The warning device sounds an alarm (inserted as an 
additional contact on relay B) or sets the automatic 
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stimulator into action if for a pre-determined time no 
Qrs has been received. The Qrs is derived from a stan- 
dard electrocardiograph and is fed to valve V,. Each 
short positive pulse causes relay A to close and to charge 
C,, at the same time energising relay B. This charge 
will leak away through R, and R,; and, when the 
potential on the grid of V, has fallen to a sufficiently 
low level, the contact of relay B will close, thus starting 
the warning device. The contacts C/3 are included to 
prevent the stimulus from the pulse generator from 
operating the warning device and so cutting off the 
pacemaker. These contacts put the warning device out 
of action for the duration of the stimulus. A spontaneous 
beat from the patient, however, will be received by the 
warning device and wil] cut off the stimulator. With 
the values of R, and R, shown there is a delay of 5 or 
6 sec. This can be varied by changing the value of R, 
An additional contact on relay A may be used to operate 
a neon light which will flash as each Qrs complex is 
received from the patient. 


DIOCTYL SODIUM SULPHOSUCCINATE IN 
THE TREATMENT OF CONSTIPATION 


JoHN RENDLE-SHORT 
M.A., M.B. Camb., M.R.C.P., D.C.H. 
LECTURER IN CHILD HEALTH IN THE UNIVERSITY OF SHEFFIELD 


In 1955 Wilson and Dickinson claimed that dioctyl 
sodium sulphosuccinate (‘ Manoxol O.T.’)* was of 
value in the treatment of fecal impaction and lesser 
degrees of constipation. In their paper they stated that 
they had used the substance with great success for 
twelve years, but apparently no controlled investigation 
had been made. 

Dioctyl sodium sulphosuccinate is a detergent and is 
said to have the simple physical action of allowing 
water and mineral oil to penetrate a hard mass of feces, 
which is thereby softened and easily passed. No constant 
effect on the absorption of food was observed. Wilson 
and Dickinson (1955) advise its use by mouth in the 
form of a 1% aqueous svlution, of which 2 ml. is given 
three times daily in milk or fruit-juice to disguise the 
bitter taste, or as an enema in | or 2 oz. of saline solution 
or of oil containing 5 ml. of the 1% solution. Since 
dioctyl sodium sulphosuccinate seems to be harmless 
(Benaglia et al. 1943), these dosages may be increased 
if desired. 

I report here two controlled experiments: (1) to 
test the efficacy of dioctyl sodium sulphosuccinate in the 
treatment of fecal impaction; and (2) to determine 
whether the drug could be used as a simple aperient. 


First Experiment 

Children were admitted to this study who fulfilled the 
following conditions : 

(1) The child had chronic constipation, as complained of 
by parent or guardian, for at least three months or the child 
had overflow incontinence, with soiling, for at least two 
weeks. 

(2) On examination either a faecal mass was palpable in the 
abdomen, or the rectum was loaded with feces. 


12 children fulfilled these conditions. They were taken 
into hospital and, after twenty-four hours’ observation, 
each child was allotted to one of two groups by random 
sampling : 

Group A were given a daily water enema (1 oz. per year 
of age plus 1) containing 2 ml. of 1%, diocty! sodium sulpho- 
succinate per ounce. They also received 2 ml. of a 1% solution 
of dioctyl sodium sulphosuccinate three times a day by 
mouth. 


* Manufactured by Messrs. Hardman & Holden Ltd., Manox House, 
Miles Platting, Manchester 10. 
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TABLE I-—-DAY ON WHICH CHILDREN IN EACH 


PASSED 4 OZ. OR MORE OF F2CES 


GROUP FIRST 


No. of children 


Day 
Group A (dioctyl ~ 3 7 
sodium sulphosuecinate) Group B (controls) 
1 2 3 
2 1 l 
3 2 1 
4 1 
7+ 1 4 


Group B were given similar enemas but without the deter- 
gent. They were also given 2 drachms three times a day of the 
following mixture : 

Neostigmine bromide a 5 meg. 
Magnesium sulphate o %. .. gr. 20 
Paraffin emulsion (50%) minims 60 
Water to ie minims 120 

In both groups (each comprising 6 children) treatment 
was continued for six days. The solid faecal matter 
passed was weighed daily and the amount recorded. 


Results 

In assessing the results two arbitrary criteria were 
used. It was noted on which day the child first passed 
4 oz. or more of feces and whether the total amount 
passed in the six days amounted to 15 oz. or more. 

Table 1 gives the results obtained with the first method 
of assessment. 2 children in group A and 3 children in 
group B passed more than 4 oz. on the first day. All the 
children had passed 4 oz. by the fourth day except 1 
child in group A who passed nothing whatever during 
the six days and had to have the feces removed manually 
on the seventh day. 

As regards the second method of assessment, 5 children 
in group A and 4 in group B passed 15 oz. or more during 
the six days. 


Discussion 

The number of children used in this experiment is too 
small to enable any dogmatic assertion to be made 
about the value of the detergent ; but it certainly seems 
that, in tlfe dosage used, the drug has no advantage over 
the methods for disimpaction previously used. It is 
of particular interest that the only complete failure was 
in the group treated with dioctyl sodium sulphosuccinate. 
No toxic effects were observed in either group of children. 


Second Experiment 

This experiment was designed to test the value of 
dioctyl sodium sulphosuccinate as a routine aperient 
befor® intravenous pyelography. 46 children aged more 
than 3 years were given one of two different medicines. 
Which one they received was determined by the dis- 
penser by the method of random sampling, and only 
she knew which drug each child had until after the 
final results were computed. 

22 children received ‘ California Syrup of Figs’ in 
the dosage of two teaspoonfuls for those aged 3—6 years 
and four teaspoonfuls for those aged 6-13 years. They 
were also given an instruction slip which said : 

It is very important that you follow these instructions carefully. 

The medicine is to be given before going to bed two nights 
before the X-ray. If no bowel action results the following 
morning, please give the same dose of medicine the night 
before the X-ray. 

24 children received 1°, dioctyl sodium sulphosuccinate 
in the dosage of 2 ml. t.i.d. for those aged 3-6 years and 
4 ml. t.i.d. for those aged 6-13 years. They too were 
given an instruction slip which'said : 

It is very important that you follow these instructions carefully. 

The medicine is to be given’ morning, midday, and evening 
in milk two days before the X-ray. If no bowel action results 
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the following morning, give the medicine again morning, 
midday, and evening on the day before the X-ray. 


Radiographs of the abdomen taken before the intra- 
venous pyelograms were subsequently studied inde- 
pendently by our consultant radiologist, Dr. T. Lodge, 
and by me. An arbitrary classification of O, A, B, C, D 
was agreed on: O and A were films showing no feces 
or only a minimal amount ; C and D were films in which 
a large quantity of feces was present, D amounting 
almost to megacolon; B was between these extremes. 
As with all independently observed phenomena in 
which no absolute standard is possible, in comparing the 
results an observer error was found. However, since 
I had marked higher than the radiologist on 20 occasions 
(with a difference on one grade 17 times and a difference 
of two grades 3 times), and the reverse had only happened 
on 4 occasions, with a difference of one grade each time, 
it was obvious that there was no fundamental lack of 
agreement. It was therefore decided to abide by the 
radiologists’ markings except on the 3 occasions when 
there was a difference of two, in which cases the mean 
was taken. 


Results 
The final results are given in table u. On 11 occasions 
the gut was found heavily loaded with feces (classifica- 
TABLE II RELATIONSHIP BETWEEN AMOUNT OF FACES SEEN 
ON RADIOGRAPHY AND DRUG GIVEN 


No. of children treated with 


Classification 


of radiograph Dioctyl sodium 


sulphosuccinate Syrup of figs 


0 1 2 
A 5 6 
B 7 13 
© 10 1 
Db 1 0 
Total 24 22 


tion C and D) after the child had received dioctyl sodium 
sulphosuccinate, whereas this happened only once 
when the child had been given syrup of figs. Even though 
the groups are not quite the same in number (24 compared 
with 22 children), this result is significant. 


Summary 

Two controlled experiments are described. These were 
designed to assess the efficacy of dioctyl sodium sulpho- 
succinate. 

In the first experiment children with fecal impaction 
selected by random sampling were given either dioctyl 
sodium sulphosuccinate by mouth and enemata, or a 
standard mixture of purgatives by mouth and plain 
water enemata. The results in the two groups were almost 
identical, the only complete failure being in a child 
given dioctyl sodium sulphosuccinate. 

In the second experiment children were given either 
dioctyl sodium sulphosuccinate or syrup of figs as a 
simple aperient before intravenous pyelography. The 
efficacy of the drugs was assessed by examining the 
control films taken before an intravenous pyelogram. 


In the dosage in which it was administered dioctyl 
sodium sulphosuccinate had no value as an aperient. 


It is a pleasure to acknowledge the help given by Sister J. L. 
Isaacs and her nurses: Sister B. Mallinder and the X-ray 
staff; and Miss C. I. Crawford and the dispensary staff. 
The medical and surgical consultants kindly allowed access 
to their patients. My thanks are particularly due to Prof. R. 8. 
Illingworth, who suggested the investigation and criticised 
this paper. 
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THE need for potassium supplementation has become 
realised in congestive cardiac failure, hepatic cirrhosis, 
steatorrhea, and other conditions in which there is 
increasing evidence of considerable potassium depletion, 
often long-standing. It is usual to give this potassium 
by mouth because intravenous administration of large 
amounts of potassium is both difficult antl dangerous 
where the potassium depletion is neither acute nor 
associated with shortage of fluid, and where edema may 
be present. We draw attention to some of the difficulties 
attendant on giving potassium by mouth and discuss the 
potassium content of various drinks. 

The response to oral potassium varies greatly from 
patient to patient, and because of this no attempt will be 
made to indicate the precise incidence of each of the 
different symptoms experienced. Among them may be 
listed epigastric discomfort and burning, nausea, vomiting, 
distension, meteorism, looseness of bowel action or frank 
diarrhea, stiffness of the fingers, mental clouding, and a 
metallic taste. These complaints may lead to the patient 
refusing therapy. Not infrequently medication is 
followed by vomiting, and the potassium taken is thereby 
lost, and in some instances we had to chart the giving of 
each separate dose of the potassium, and to record 
whether or not this is followed by vomiting, to estimate 
accurately a patient’s daily potassium supplementation. 

Several different potassium compounds have been tried, 
and these are listed in table 1. 32 consecutive cases‘of 
congestive cardiac failure were started off on potassium 
chloride in addition to the usual therapy (rest in bed, 
digitalis, mercurial diuretics, &c.). 5 of these patients did 
not have any symptoms due to the potassium chloride, 
15 tolerated it despite symptoms, and 12 were completely 
unable to tolerate it. 2 of those who originally were 
tolerant Jater became intolerant. The 14 patients unable 


TABLE I-——PREPARATIONS OF POTASSIUM TO BE TAKEN BY MOUTH 
( Jompound Preparation ( Jomposition 
Potassium c chloride Tablets O'3 g. ot KCl per tablet 
(4-3 m.eq. of K) 
Solution 0 g. of KCl per oz. 
ya 85 m.eg. of K) 
Potassium chloride plus Capsules 0-5 g. of KCl and 
calcium carbonate 0-5 g. of CaCO, 
(6-7 m.eq. of K) 
Potassium bicarbonate Solution 3:3 g. y 1 —¢- . oz. 
(3 
Potassium dihydrogen Solution 4-08 g. Of k Ki, ro. 
phosphate * (30 m.eq. re 
Di-potassium hydrogen Solution 2-61 g. of Ky} q. of K) per oz. 
phosphate * (30 m.eq. of K) 
Potassium citrate Solution 4-0 g. per oz. 
(12-3 aa. of K) 
Potassium effervescens t Tablets 13-3 m.eq. of K per 
5 tablets 
Imperial water { Solution 6-88 m.eq. of K per oz. 


* These solutions will not keep. 


t Potassium bicarbonate 26-56 ) 
Tartaric acid .. << 16°87 {| g. per 100 
Citric acid se a tablets 
Sucrose 9-40 


Granulated on a hot- -plate. 
} Potassium acid tartrate gr. 20. 
Citric acid gr. 0-25. 
Essence of cokes minim 1'/, 
Water to 1 fluid oz. 
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to , take potenuiann chloride were tried on other potassium 
compounds, and for 11 of them a form of potassium 
supplementation was found which could be tolerated, 
though about half these patients still had distressing 
symptoms. 

It has been reported that the administration of calcium 
carbonate together with potassium chloride may obviate 
epigastric burning (Schemm and Camara 1954). We have 
not found this to be so; all the compounds of potassium 
so far tried by us have given rise to symptoms in some 
patients, even to the extent of intolerance. Of the 
various compounds tried the mixture termed potassium 
effervescens (table 1) was by far the most easily 
tolerated. 

Deficiency of potassium is sometimes associated with 
alkalosis. Where this is present ammonium chloride is 
often given as well as potassium. It may be given either 
as enteric-coated tablets or as a solution. The tablets do 
not often given rise to symptoms, but they are rarely, if 
ever, absorbed and are found unchanged in the feces. 
The ammonium-chloride solutior often gives rise to 
nausea or vomiting. These symptoms we found in 19 
of 30 consecutive patients with congestive cardiac 
failure. 5 of the patients refused the solution, and many 
of the others vomited some of the doses. 
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Symptoms caused by potassium are unlikely to be due 
to a rise in the serum-potassium level. In more than 100 
patients with either congestive heart-failure or steator- 
rhea a high serum-potassium level coinciding with 
symptoms has not been observed, even though many of 
these patients had poor output of urine while under 
treatment with potassium. The symptoms produced by 
either potassium salts or ammonium chloride appear to 
be independent of the dosage. The dosage of potassium 
we have given-has usually been about 60-100 m.eq. 
daily, but more has been given without any ill effects. 
The most that we have given has been 400 m.eq. daily 
for several weeks. It has been our experience that the 
more ill patients have the most side-effects and are least 
likely to tolerate either potassium or ammonium chloride. 
Often these are the patients in whom their use is most 
indicated. In healthy people symptoms were not caused 
by potassium salts, except epigastric pain produced by 
potassium chloride and occasional nausea by potassium 
bicarbonate. These symptoms could be minimised by 
taking food immediately before or after the potassium 
salts. In ill patients, however, this did not help; the 
food was sometimes vomited and appetite often impaired. 

Clearly it would be helpful if it were possible to give 
at least some of the extra potassium by more natural 


TABLE IIl—COMPOSITION OF VARIOUS DRINKS AND FOODSTUFFS 


M.eq. per litre 


Drinks 
Na |} K ol 
me ales : 
& B. Cape Ale _ 5-4 8-5 16-2 
as —Amber Ale .. o4 — ‘ 4-1 8:5 6-7 
Blue Triangle .3 re .. | 49] 142 7:7 
Red Triangle jn | 46 16-0 6-8 
Ind Coope— Double Diamond ‘ Pe 12-4 5-6 
Worthington India Ale - Bi ok ae 14°8 6-5 
Ansells Nut Brown Ale |} 43 10-6 8-5 
Tuborg Golden Label 1-9 10-5 4°3 
Stouts : 
Guinness 1-5 14-7 6-8 
Mackesons 2-0 12-9 4-6 
Strong ales : 
Flowers Dragon’s Blood .. a Tei. 22-8 18:8 
Mann’s Barley Wine ig on és 4:8 34-2 0-0 
M. & B. Strong Ale.. 4-2 35-6 14-9 
Ind Coope Arctic Ale 17-4 11:3 21-7 
Lagers : 
Carlsberg Pilsner .. ne “a is 1:8 70 1-2 
Urquell Pilsner es 28 - |i OS 8:3 0-7 
Tuborg ; = 1-8 7-0 4°5 
Ciders: | 
Bulmer’s Woodpecker ‘ oa oi 4 21-0 0-0 
Merrydown Medinm Sweet os TT... 21-0 0:8 
Bulmer’s Extra Quality .. - oo | B83} 304 1-3 
Wines: 
Beaujolais . ee ee se oo | Od |. 326 3:7 
Burgundy... we ae - re at | 19-3 0-0 
St. Julien Claret ei os ne on 1-0 26-6 0-0 
Valdepefias Rozado | 13); 328 1-9 
Chablis i: |} 19/ 170) 29 
Pure Fruit-juices: | 
Lockwood’s concentrated > etna 10-5 38-5 6-8 
Lockwood’s tinned Pineapple | O-4 30-6 9-0 
Schweppes Pineapple ; | 0-3 44-0 11°3 
¢ C. Pineapple | O68 41°5 10-6 
Britvic Pineapple | O-7 40-7 11:3 
Tinned orange—Assis _ oe -» | O2 | 31-9 0-8 
Sharp’s .. he rie 0-2 44-4 0-0 
Strained fresh orange auiee 0-4 38-2 2-1 
Britvic Orange s |} O06 39-0 0-0 
Tinned grapefruit- —Heinz . os i 2-0 18-5 2-0 
Libby’s 0-2 | 22-6 0-0 
. & C. Grapefruit .. ay” 0-6 26-0 1:3 
ye § ot * 1-4 | 52-0 0-0 
Tinned Apricot Nectar 3-8 42-1 3-2 
Britvic Apricot > 0-9 34-6 0-0 
Tinned Tomato... 1135-0 | 59-6 | 152-0 
Schweppes Tomato 119-0 | 92-0 | 141-0 
Still Apple - | 1223 29-4 0-0 
Apple es “s + ost ae 30-1 10-2 
Spanish Grape a oa 5s ot aa 22-4 0-0 
Blackcurrant purée | O11 2-3 0-3 





M.eq. per litre 





Drinks 
Na K Cl 
Niagara blackcurrant s rap Pk os 30-4 42-2 5-6 
Pure juice of lemon (PJL) on acs 11-4 16-4 1-4 
Frutta pure Italian ae: eens eo: 
—— bee os Je 65 38-0 4-4 
Cherry 1-0 27:0 0-0 
Strawberr 1-4 8 0-0 
Mega pure Tealian fruit- -juice et 
Apricot Ww ot 1-2 41-4 0-0 
Juice of fresh tomatoes + - “is 0-7 5-2 9-9 
M.eq. per 100 g. 
° Na K Cl 
Miscellaneous : 
Bovril .. Se .. 240-0 60-0 | 250-0 
Philex (Ye ast Extrac t) os o« .. |220-0 60-0 250-0 
Salt Free Marmite se id - 4-0 85-0 0-0 
Dried Brewers’ Yeast (Yestamin) e 15-0 76-0 38-0 
Brand’s Essence of Beef .. + ot 50 9-0 0-0 
Brand’s Essence of Chicken - ee 5-0 6-0 0-0 
Heinz strained tinned chicken... ie 15°8 3-7 | 120-0 
M.eq. per litre 
Na K cl 
Valentine’s Meat Juice és - .. |535-0 1190: 0 386-0 
F.M.S. pure carrot — 24-0 47:2 16-1 
Kola nut 3-7 0-1 2-6 
Soft Drinks : 
ow ozade ay 15-0 03 140 
. & C. Lemonade .. 1-4 0-2 0-0 
Tiser . 0-7 0-2 0-2 
Mason’s Jaffarade 15 0-3 1-1 
Pepsicola i 2-7 0-4 0-7 
Schweppes Cola 2-6 0-3 0-0 
Coca Cola... 2-9 0-1 0-0 
Fruit Squashes (undiluted) : 
Robinson’s Orange .. © ‘3 e2 45 113 0-8 
C. & C. Orange ; ‘2 ve | 96 12:3 1-0 
Robinson’s Orange Barle y n¢ -- | 88 19-1 0-0 
Beach's Orange : ‘< jane 6-7 0-0 
Kia-Ora Orange * ja ra .. | 28-2: 20-0 32-0 
Sunfresh Orange od $s a 7-4 3-4 0-0 
quae Orange 12-3. 11-7 0-9 
. & C. Lemon oe os és 11-7 3-1 0-0 
Robinson’ s oman © Barley Je -- | 78! 188; 2-1 
C. & C. Lime = wa Pe ie 89) 1-2 
Ribena as “is oa oo | Se | Bee 2-7 
Citrole 6-9 2-8 1-4 


* Diet-kitchen recipe: 100 g. of dried apricots stewed, homogenised, sieved, and made to 20 oz. 
t Diet-kitchen recipe: 300 g. of tomatoes boiled, sieved, and made up to 330 ml. 


‘ 
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means. With this in mind we have analysed various 
drinks for their sodium, potassium, and chloride con- 
centration. ‘These are summarised in table 1, and of 
them the pure fruit-juices contain the most potassium 
with least sodium. We have given up to a litre a day of 
pure fruit-juices to several patients and been able thereby 
substantially to reduce the daily amounts of potassium 
given as salts. The drinks did not interfere with the 
patient’s appetite, and no side-effects were observed. 
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POSSIBLE ALDOSTERONISM IN 
STILBG@STROL-TREATED GUINEAPIGS 

Tue evidence is so far indirect; but the similarities 
between the condition of primary aldosteronism or 
Conn’s syndrome in man and the effects of large doses of 
stilbeestro] in male guineapigs seem suggestive enough 
to report. In the human disease excessive secretion of 
aldosterone by the adrenal cortex is associated with loss 
of potassium.!? There are also changes in the kidneys 
of the patients (vacuolation of the epithelial cells of the 
renal tubules *) like those produced in the early stages 
of potassium deficiency in rats.‘ Later the kidneys of 
potassium-deficient rats, whether normal potassium 
intake is restored or not, show a different lesion—cystic 
dilatation of the tubules.‘® It is this late result of 
potassium deficiency that we believe is reproduced in the 
treated guineapigs, and our suggestion that the cause 
may be excessive secretion of aldosterone is based on 
evidence that the stilbastro] treatment causes adrenal 
overactivity and loss of potassium. A further similarity 
between human patients and the treated guineapigs is 
that both have polydipsia and polyuria. 


EVIDENCE 


(1) The evidence for adrenal overactivity depends on 


the urinary excretion of 17-oxosteroids (the chemists’ 

1. Conn, J. W. <s Lab. clin. Med. 1955, 45 

2. Chalmers, T. ) FitzGerald, M. ¢ bar \. IL., Scarborough, 
H. Lancet, ig 6, 1, 127 

3. Conn, J. W. J Lab. clin. Med, 1955, 45, 661, 

4. Follis, R. H. jun., Orent-Keiles, E., McCollum, 1 Vv fre J 
Path, 1942, 18, 29 

» Fourman, P., MceCan R. A., Parker, R.A. Brit. J. ¢ Pratl 


1956, 37, 40 
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Kidney of guineapig, aged 22 mos., castrated and treated with stilbceestro! for 17 months. 


(Haematoxylin and eosin. x 3° ,.) 
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TABLE I—DAILY OUTPUT OF URINARY 17-OXOSTEROIDS 
Group Urinary 17-oxosteroid 
(mg. pe r pig per 24 br. | 8.E.) 
Normal 0-38 40-02 
Castrated 0°38 + 0-04 


1-04 +0-09 
0-97 +0-07 


Stilbcestrol-treated 
Castrated and stilbcestrol-treated. 


10 animals and 15-22 estimations per group. 


new name for 17-ketosteroids), which has been measured 
by Dr. R. D. Bulbrook and Dr. F. C. Greenwood, who 
have kindly allowed us to use some of their data here. 
Table 1 gives figures for the output of such steroids (which 
do not inelude aldosterone) in guineapigs which have 
been castrated or have been treated with large doses of 
stilbeestrol (implants of 15-mg. tablets renewed every 
three to four months) for more than a year. The output 
of 17-oxosteroids is increased equally in intact and 
castrated guineapigs treated with stilbeestrol, and there 
is other evidence (particularly from the increase produced 
by adrenocorticotrophin) that the 17-oxosteroid output is 
one index of adrenal-cortical activity. The excretion of 
17-oxogenic steroids is also increased in parallel fashion. 

(2) The evidence for loss of potassium in treated 
guineapigs is given in table m, which records the over- 


TABLE II-—-NIGHTLY OUTPUT OF URINARY SODIUM AND 
POTASSIUM 
Nightly output 
(m.eq. per pig +8.E.) 
Group 

_Sodium Potassium 
Normal ie oi 0-72 40-16 27 8 +0 28 
Stilbeestrol-treated 0-68 40-24 5-17 +0°34 


night urinary excretion of sodium and potassium mea- 
sured on four nights weekly for five weeks in 4 normal 
cuineapigs and 4 guineapigs which had been treated with 
stilbeestrol 0-5 by mouth daily for three months. 
Despite the large variation in the nightly excretion of 
sodinm the mean figure is virtually the same in the two 
groups. There was less variation in the potassium output 
Which was significantly greater (almost doubled) in the 


2-0 ang. 


treated animals than in the controls. The mean body- 
weight of the two groups did not differ by more than 
5°. during the course of the urine collections. The food 


intake Was not measured but had borne a constant relation 
to body-weight in other experi- 
ments. 

(3) Both intact and castrated 
guineapigs in which stilbeestrol 
is implanted die, during the 
year of treatment, from 
renal failure with a raised blood- 
urea level, voluminous pericardial 
effusion, and abnormal kidneys. 
The first visible change in the 
kidneys is in the glomeruli, 
where the intercapillary cells 
proliferate and the intercapillary 
substance increases relatively 
early—after about three months. ® 
Later, about a year after the 
start of treatment, more wide- 
spread changes appear, whose 
main feature is dilatation, often 
cystic, of some of the tubules 
throughout the renal cortex, 
with atrophy of other tubules 
and interstitial fibrosis (see 


second 


6. Trevan, D. Lancet, July 7, 1956, 


Pp. 22. 
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The early glomerular change may be similar to 
glomerular changes seen in cestrogen-treated hamsters 7 
and in deoxycortone-treated rats,* but without direct 
comparison of the actual sections we cannot be sure about 
this. The later tubular dilatation is also rather difficult 
to assess ; some dilatation occurs in deoxycortone-treated 
rats § but it is not so widespread or characteristic. The 
lesion most closely resembling that in the treated guinea- 
pigs.that we have found described is that in rats after 
the acute phase of potassium deficiency.5 Fourman et al., 
in describing this lesion, are careful to state that it may 
not be specific ; they have found similar tubular dilata- 
tion in old rats, as we have done in old guineapigs. 
Nevertheless, when the evidence of potassium loss in our 
animals is taken into account, the similarity in appearance 
seems more than fortuitous. 

(4) In treated guineapigs the intake of water and the 
output of urine are increased sixfold or sevenfold. 


figure). 


COMMENTS 

It remains to suggest why we have not detected the 
early renal signs of potassium deficiency, and why 
stilbestrol treatment has not given rise to such chronic 
renal lesions in other species. The failure to detect the 
acute lesions is not surprising, because we have examined 
very few kidneys from animals killed during the early 
stages of treatment. The lack of reports of similar renal 
lesions in other species treated with oestrogen may be'due 
to species differences in adrenal response to cstrogen 
treatment. Direct evidence is not available for many 
species, but what evidence there is suggests that adrenal 
function under cestrogen treatment is unchanged or 
reduced in man,*—"! reduced in rats,!* but increased in 
guineapigs.'* 

The complexities of the action of adrenal-cortical 
secretions on electrolyte metabolism are well known. We 
do not suggest that excess aldosterone is the only explana- 
tion of our findings: it only seems to us the most likely 
one. One obvious objection is that our guineapigs have 
increased secretion of 17-oxosteroids which the human 
patients do not, though they may excrete abnormally 
large amounts of 17-oxogenic steroids '* or of cortico- 
sterone.!® This difference does not necessarily contradict 
our hypothesis, because we have evidence that the fluid 
balance and electrolyte changes are not correlated with 
the excretion of such steroids, and some differences may 
be expected in comparing a pathological human condition 
with what we assume to be an exaggerated physiological 
condition in the treated animals. Until the excretion of 
aldosterone by our guineapigs has been studied, the 
evidence summarised above is no more than suggestive ; 
but it seems sufficient, in combination with that from 
another species presented by two of us in the accom- 
panying communication,’* to deserve consideration. 

We are very grateful to Dr. Paul Fourman for sending us 
some of his rat material for study. 
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M.B. Lond. 


L. M. FRANKS 


M.B. Durh. 
E. T. Knupsen* 
M.B. Lond. 


Imperial Cancer Research Fund, 
ondon, N.W.7. 
* Courtauld Institute of Biochemistry, 
Middlesex Hospital, London, W.1 


P. C. WILLIAMS 
B.Sc. Lond. 


7. Horning, E. 8. Zz. Krebsforsch. 1956, 61, 1. 

8. Herlant, M., Timiras, P. 8. Acta anat. 1951, 12, 229. 

9. Dean, A. L. ” Woodard, H. Q., Twombley, G. ‘i. irabids 1944, 
16, 169 

10. Birke, G., Franksson, C., Plantin, L. O. Acta endocr., Copen- 
hagen, 1954, = 

11. Halkerston, I. D. K., Hillman, J., Palmer, D., Rundle, A. 
J. Endocrin. 1956, 13, 433. 


. Vogt, M. J. Physiol. 1955, 130, 601. 
e Zondek, B., Burstein, S. Endocrinology, 1952, 50, 419 
L. V. jun., Feichtmeir, T. ay =. J. Med. 1955, 19, 966. 
° Mader, I. J., Iseri, L. T. Ibid, 
Franks, L. M., Chesterman, F. b y ry 1956, ii, 1193. 


COMMUNICATIONS 


[pec. 8, 1956 1193 


EXPERIMENTAL PRODUCTION OF 
MORPHOLOGICAL CHANGES RESEMBLING 
CONN’S SYNDROME 


Conn’s syndrome? is characterised by a disturbance 
of electrolyte balance, considerable loss of potassium, 
characteristic lesions in the heart-muscle ‘and kidneys, 
and either hyperplasia or tumour formation in the 
adrenal glands. 

In a study of, the effects of long-continued stilbcestrol 
treatment of golden hamsters we have seen similar 
morphological changes. The animals used were stock 
hamsters, and the changes described were seen in both 
sexes treated with subcutaneous implants of stilbestrol 
15 mg. (renewed usually at three-month intervals) 
alone or together with an initial application of methyl- 
cholanthrene (39 ‘hamsters). There were no similar 
changes in 36 untreated hamsters or in 19 hamsters 
treated with methylcholanthrene alone or together with 
other hormones. 


In the adrenal there was usually a diffuse hyperplasia, 
but tumour nodules were occasionally found. The initial 
change appeared to begin in the middle zone of the zona 
fasciculata. This change was similar to that described by 
Peczenik ? but ultimately more severe. After a month isolated 
pale-staining cells, with fine sly vacuolated cytoplasm and 
rather darkly staining nuclei, could be seen in the zona 
fasciculata. After three months these cells were much more 
numerous, and large cells with abundant cytoplasm and large 
nuclei lay between the cords of the zona fasciculata. In 
addition a zone in the middle of the fasciculate layer showed 
nuclear irregularity with variation in shape, size, and intensity 
of staining. The cytoplasm was often eosinophil. 

By six months the changes were well developed. The 
normal trabecular arrangement of the adrenal cells was lost, 
the cords being replaced by irregular masses of large cells with 
eosinophil, sometimes coarsely granular, cytoplasm and 
large irregular nuclei. There were many bizarre and irregular 
cells. In some the cytoplasm was foamy and finely vacuolated ; 
in others the vacuoles were large. The nuclei were sometimes 
pyknotic and fragmented. This change at first involved 
only the middle zone of the fasciculata but later affected 
most of the gland, although as a rule the zona glomerulosa 
remained intact. 

These chgnges were found in all the stilbcstrol-treated 
hamsters, of either sex, except for 4 of 6 males segregated and 
treated at the age of 3 months for periods of five, six, ten 
and twelve months. The 2 other hamsters, treated for eight 
and twelve months, showed slight changes only. 

After six months’ treatment degenerative changes appeared 
in these presumably hyperplastic cells. The cells underwent 
an eosinophil coagulative necrosis which at first affected only 
small groups in the middle of the zona fasciculata but later 
involved the whole zone-and ultimately the whole gland 
except the zona glomerulosa. Hemorrhage with rupture 
of sinuSoid walls occurred in these necrotic areas, and there 
seems to be little doubt that this had followed the necrosis. 
The latter change in some, but not all, cases took place about 
ten to fourteen days after reimplantation with stilbcstrol 
and appeared after seven to twelve months’ total treatment. 

In several animals there was an ill-defined nodular hyper- 
plasia of the cells of the inner zones of the adrenal cortex, 
and in 3 there were definite tumours. 2 were obviously 
derived from the hyperplastic fasciculate cells (figs. 1 and 2), 
but the 3rd appeared to have arisen from the zona glomerulosa 
and resembled small glomerulosa-cell tumours sometimes 
seen in untreated old animals (Chesterman, unpublished 
observations). 


In some hamsters with pronounced adrenal changes 
lesions associated with severe potassium deficiency *-* 
were also found. In the myocardium were focal areas 
of muscle degeneration, often subendocardial, associated 


. Conn, J. W. J. Lab. clin. Med. 1955, 45, 3, 661. 
. Peczenik, O. Proc. roy. Soc. Edinb., B 1944, 62, 59. 
. Follis, R. H. jun., Orent-Keiles, E., McCollum, E. V 
J. Path. 1942, 18, 29 
Riley, J. A. 


1 

2 

3 Amer. 
4. Perkins, J. G., Petersen, A. B., 

5 

6 


Amer. J. Med. 
1950, 8, 115. 

. Keye, J. D. jun. Circulation, 1952, 5, 766. 
. Fourman, P., McCance, R. A., Parker, R. A. Brit. J. exp. Path. 
1956, 37, 40 
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Fig. 1—Section of adrenal showing two cortical tumours. Zone of 
hyperplastic (dark) fasciculate cells can also be seen. ( x 30.) 


with focal and diffuse infiltrations of polymorphonuclear 
leucocytes, round cells, and occasional macrophages. 
In the kidneys there was vacuolation of the ce.ls of the 
convoluted tubules. These vacuoles were mostly supra- 
nuclear and involved mainly the proximal tubules 
(fig. 3). In some cases the epithelium was desquamated 
and the tubules were filled with granular material. 
In others the lesions were more advanced, with tubular 
dilatation and interstitial fibrosis, and resembled the 
changes described by Fourman et al. The glomeruli 
showed, in some cases, a cellular proliferation similar 
to that described by Trevan’? and Horning ® in stil- 
beestrol-treated animals. This was followed by amyloid 
change in some. 
DISCUSSION 


The fact that these lesions in the hamster which 
resemble those seen in Conn’s syndrome have followed 
treatment with an cstrogenic substance does not, of 
course, prove that the human disease has necessarily 
a similar cause; but it is interesting that of the seven cases 
of Conn’s syndrome, in which details are available, no 
fewer than five were in women between the ages of 33 
and 43 (see table). Two of these women were Negresses, 


7. Trevan, D. J. Lancet, July 7, 1956, p. 22. 
8. Horning, E. 8. Z. Krebsforsch. 1956, 61, 1. 
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Fig. 3—Section of kidney showing supranuclear vac of ep 
of proximal convoluted tubules and increased cellularity of a 
glomerulus ( x 218). 
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Fig. 2—The smaller tumour seen in fig. |: hyperplastic fasciculate 
cells resembling those of the tumour can be seen at the margin; 


zona glomerulosa is normal ( x 102). 
’ 


and one of the two males (aged 61) was also a Negro. In 
two cases ® }° symptoms first appeared in pregnancy, one 
woman being admitted to hospital with toxemia of 
pregnancy, and the other in her fifth pregnancy. The 
obstetric histories of the other women were not given. 
The histological appearances of the adrenal lesions were 
also not described in detail, but in four cases (cases 1 
and 4-6 in the table) there was reason to believe that it 


LESIONS IN CONN’S SYNDROME 
Case _ ; = . Ethnic Adrenal . 
no. Reported by | Age group tumour Adrenal 
1 Conn,' Conn 34 Well differ- Zona fascicu- 
and Louis" entiated lata atrophic 
2 Evans and 41 Negress 
Milne '* 
3 Foye and 60 Negro Anaplastic 
Feichtmeir™ carcinoma 
4 Mader and 33 $ Negress Resembling 
Iseri fasciculata 
and glomeru- 
losa 
5 Chalmers et 43 Well differ- | Zona fascicu- 
al.** entiated lata atrophic 
6 Campbell et 39 Resembling | No atrophy 
al.' fasciculata 
7 van Buchem = 17 Hyperplasia 
et al.'* of zona glo- 
merulosa and 
fasciculata 


had arisen from the zona fasciculata. (In case 7—a 
boy of stunted development—there was hyperplasia of 
both glomerulosa and fasciculata.) It is also known 
that, in other species, cestrogen treatment may cause 
adrenal changes and a disturbance of electrolyte balance 
as has been found in a biochemical study of stilbcestrol- 
treated guineapigs.’*1” One other point of interest is 
the resemblance of the degenerative and hemorrhagic 
lesions in the hamster adrenal to those described by 
Crawford '* in the adrenal glands of women dying in late 
pregnancy or in the puerperium. 
L. M. FRANKS 
M.B. Durh. 
F. C. CHESTERMAN 
M.B. Lond. 


Imperial Cancer Research 
Fund Laboratories, 
Royal College of Surgeons 
of England, London, W.C.2 


9. Mader, I. J., Iseri, L. T. Amer. J. Med. 1955, 19, 976. 
Nicolaides, N., Steinbeck, A. 


10. Campbell, C. H., W. Lancet 
Sept. 15, 1956, p. 553. 

11. Conn, J. W., Lous, L. H. Ann. intern. Med. 1956, 44, 1. 

12. Evans, B. M., Milne, M. D. Brit. med. J. 1954, ii, 1067. 

13. Foye, L. V. jun., Feichtmeir, T. V. Amer. J. Med. 1955, 19, 966. 
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REVIEWS 
Reviews of Books 


Operative Surgery 
Vols. 1 and 2. Editors: CHARLES Ros, M.C., M.CHIR., 
professor of surgery, St. Mary’s Hospital ; RopNEy Situ, 
™.S., surgeon, St. George’s Hospital. London: Butter- 
worth. 1956. Pp. 543. £5 10s. per volume. 


THE birth of a new work on operative surgery will 
be noted with mixed feelings. This work represents an 
attempt to present operative technique visually, on 
the supposition that surgeons learn technique by watch- 
ing masters in their field. The editors have relied on 
illustrations with a modicum of description, each opera- 
tion being described primarily by illustrations at each 
stage ; and many have been invited to contribute, in order 
to ensure that the work is authoritative. The editors 
rightly remark that the techniques described may 
not always represent common practice. 

Vol. 1 includes an introduction to general methods, 
followed by the surgery of trauma, and then by surgery 
of the abdomen which is completed in vol. 2. On the 
whole this new approach is fairly successful; but 
——— technique involves movement which cannot 

ways be depicted by “ stills,” and one is forced to the 
conclusion that, failing a film, technique is often best 
conveyed by words. The anatomical and diagrammatic 
illustrations are mostly good, but those showing the human 
figure or recognisable parts such as the face are 
unsuccessful. 

There are to be eight volumes in all, each at £5 10s. 
The index is to cost £2. 


The Social Problem of Mental Deficiency 


N. O'Connor, M.A., PH.D., J. TIZARD, M.A., B.LITT., PH.D., 
Medical Research Council, Social Psychiatry Research 
Unit, Maudsley Hospital, London. London and New 
York: Pergamon Press. Pp. 182. 30s. 


Tus modest volume contains a wealth of information 
and must be regarded as indispensable to any student or 
practitioner interested in the problem. The data are 
derived mostly from studies by the authors and their 
colleagues. eir objectivity is a welcome relief from 
the subjective observation and opinion as to the limita- 
tions of defectives which have long dominated the 
literature on the subject. 

Dr. O’Connor and Dr. Tizard point out that rather 
more than half the patients at present under care in 
mental-deficiency hospitals are feeble-minded and hold 
that a majority of these could be trained, thus releasing 
urgently needed beds for idiots and other defectives. 
This optimism is based on their own success in placing 
defectives from institutions in gainful occupations—a 
success much greater than that expected by many of 
their colleagues and, at one stage, by these workers 
themselves. 

Their argument for a new approach to feeble-minded- 
ness cannot fail to impress the reader. They advocate 
the final abandonment of the system of isolation, which 
has been gradually falling into disrepute. They show 
the limited validity of predictions based on assessment 
of psychological qualities, and suggest that the only 
method of assessing whether a feeble-minded person’s 
mental abilities fit him for a simple job is to let him try 
it. They suggest that the immense amount of work 
done on intelligence-testing has led to relative neglect of 
problems of learning and training. 

This comprehensive study of the relation of the com- 
munity to the mental defective, the first of its kind in 
this country, marks an epoch in the understanding of 
mental retardation and the training of the backward. 


Endogenous Uveitis 
Aan C. Woops, M.p., professor emeritus of ophthal- 
mology, Johns Hopkins University School of Medicine. 
London : Bailliére, Tindall, & Cox. 1956. Pp. 303. 100s. 


Prof. Alan C. Woods has done much valuable work 
on uveitis. It was his influence that led to the general 
adoption of the terms ‘“ non-granulomatous”’ and 
‘‘ granulomatous ”’ uveitis, which have replaced older 
less explicit terms such as “ acute’? and “ chronic.” 
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This book is the culmination of many years’ study which, 
particularly in the past ten years, has revolutionised 
our attitude to the etiology and treatment of uveitis. 

Except for the effective though blindfold alleviation of non- 
granulomatous uveitis with cortisone, most ophthalmologists 
have felt painfully unhappy in their management of uveitis. 
Investigation has usually been confined to perfunctory sero- 
logical and radiological examinations which were almost 
always negative. Treatment has been non-specific and 
moderately effective in non-granulomatous uveitis (which is 
usually self-limiting) but has been dismally ineffective in the 
granulomatous form, which often leads to blindness. Pro- 
fessor Woods not only summarises clearly the massive 
reported data but gives explicit directions on methods of 
investigation and treatment which have been worked out 
in his own practice. 

There is no mention of non-granulomatous uveitis in anky- 
losing spondylitis, which is much commoner in this country 
than uveitis in rheumatoid arthritis, which is mentioned. 
Professor Woods's interest has always been chiefly in the 
bacterial allergies, and, while he admits that non-granulo- 
matous uveitis can theoretically be caused by food sensitivities, 
he states that “‘ no evidence has as yet been brought forward 
which indicates that any food or drug sensitivity is related 
to uveal inflammation.’’ This is not so. Well-substantiated 
cases of this sort have been reported, and possibly non- 
bacterial allergy may account for some of the 25% of non- 
granulomatous cases in which Professor Woods was unable 
to demonstrate a cause. 


Medical Physiology 
10th ed. Edited by Purp Barp, professor of physiology, 
Johns Hopkins University. London: Henry Kimpton. 

' 1956. Pp. 1421. £5 5s. 

Tuts book is the lineal descendant of the late J. J. R. 
Macleod’s Physiology and Biochemistry in Modern 
Medicine. 

The valuable section on the circulation was prepared six 
years ago by the late H. C. Bazett, but other contributions 
arrived years later. While the section on the cardiovascular 
system contains much that is commendable, occasionally the 
reader may be startled. For example, very few today would 
accept the calculated figure of 1300 ml. for the normal capacity 
of the human pulmonary vascular bed. Balance has obviously 
been difficult to maintain: the 33-page chapter on blood 
volume is far too long and somewhat tendentious; much 
of this space might have been devoted more profitably to the 
physiology “of blood formation, which gets no more than 2 
pages. The section on respiration by Carl Schmidt is detailed 
and excellent, though the most interesting parts are mainly 
in small print. Renal physiology is well discussed on a historical 
basis by Gregerson and Cizek. Endocrinology and neurology 
should be primarily presented to medical students as clinical 
sciences ; but unfortunately this has not been done. The 
excellent reference list occupies 100 pages. 


This work is too long and too complex for students, 
who would readily lose their way in a welter of detail. 
But as a compendium of monographs it can be read with 
great interest and profit by critically minded medical 
and physiological investigators. Misleading or inadequate 
data are few and scattered compared with the 
immense volume of useful, provocative, and thoughtful 
commentary. 


Christian Essays in Psychiatry 
Edited by Puizie Marret. London: 8. C. M. Press. 
1956. Pp. 187. 15s. 


ATTEMPTs to fuse, or to reconcile, religion and psych- 
iatry have been made sporadically in this country and, 
to a rather greater extent, in North America. Always 
sincere and often well informed on both sides of the 
matter, the authors of these eirenicons have nevertheless 
lacked the intellectual force to grasp and examine the 
central issues. Welcome as the present volume is, it 
exhibits the same defect. The ten contributors have 
dealt fairly enough with the topics entrusted to them and 
what they say is well expressed, sound, interesting, and 
reassuring to those who feared that medical psychology 
and religion were still poles apart. But the problems 
of suffering, of the nature and power of prayer, of doubt 
in matters of faith, of the kinship and the difference - 
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between mental disorder and mystical experience—such 
questions are ignored or dealt with very superficially. 
The only exception to this is to be found in Father 
Victor White’s chapter on Guilt : Theological and Psycho- 
logical, which, though tentative, faces some of the 
difficulties. It is to be expected that in a small work 
addressed to ‘‘ physicians, pastors, teachers and others 
who have a practical interest in psychology and psycho- 
logical treatment’ intricate questions of theology and 
psychology could not be thrashed out; but it is odd to 
find among the contributions to such a symposium no 
indication that Karl Barth had said anything relevant to 
their theme. Jung, the psychiatrist-polymath, seems to 
have been their mainstay, rather than the great con- 
temporary religious thinkers. 


Cardiac Pressures and Pulses 


Aupo A. LuIsADA, M.D., associate professor of medicine ; 
Curt Kone Liv, M.p., instructor of medicine, Chicago 
Medical School. New York and London: Grune & 
Stratton. 1956. Pp. 116. 42s. 


THis small volume is intended as an introduction 
for workers who use cardiac catheterisation. The con- 
tents include the techniques of cardiac catheterisation, 
cardiac puncture, and pressure recording. 

A work of 


authors must be 


this cannot be comprehensive, and the 
congratulated on collecting so much useful 


The reproductions are 


SI1Ze 
information in so small a space. 
excellent, and the book reviews adequately present know- 
ledge of the formule for calculating the results. 

The chapter on technique leaves room for improvement. 
It emphasises the importance of photographic recording and 
high film speed to obtain faithful pressure tracings, but the 
techniques used in testing critical damping and frequency 
response through cardiac catheters are not mentioned ; both 
of these have an important effect on the fidelity of repro 
duction. Not all workers would agree that any vein in the 
arm can be used with equal facility, and no mention is made 
of the trouble often encountered in negotiating the thoracic 


inlet through the cephalic vein. 


INVENTIONS 





[pEec. 8, 1956 


Nevertheless this book goes far to provide a guide 
to workers entering on such studies, and it can be used 
with profit by those already experienced in recording 
intracardiac pressure. 


Anatomical Techniques 
D. H. ToMpsert, B.SC., PH.D., prosector to the Royal 
College of Surgeons of England. Edinburgh and London : 
E. & 8. Livingstone. Pp. 240. 35s. 

Dr. Tompsett’s beautiful anatomical preparations 
in the Royal College of Surgeons have often aroused 
envy and a desire to emulate his skill; in this book he 
has given a clear and detailed account of his methods. 

He begins with the preparation and mounting of anatomical 
specimens, and follows with advice on the illustration of 
anatomical dissections. The bulkiest section of the book 
deals with casting in synthetic resin, and there is a short 
final section on the preparation and mounting of differentially 
stained brain slices. Each method is described step by step, 
and there is an index of the materials used, with the addresses 
of the manufacturers. The illustrations are informative and 
clear, and the book is beautifully produced. There is a 
historical introduction by Miss Jessie Dobson, curator of the 


anatomical museum at the college. P 


This is an essential book for all who have to maintain 
and service a medical museum. 


A Textbook of Surgical Pathology (7th ed. London: 
J. & A. Churchill. 1956. Pp. 730. 63s.).—The need for this 
well-known work by Prof. C. F. W. Illingworth and Prof. Bruce 
Dick has never been greater than now, when our teaching 
centres are increasingly preoccupied with experimental work 
at the expense of clinical pathology. Morbid appearances 
are an foundation for intelligent appreciation of 
disease ; and when, as in this work, clinicians describe these 
appearances, the account is especially valuable for the 
student. The book has been brought up to date without 
enlargement ; for its experienced authors know the art of 
cutting out dead wood, and they seem also to have solved the 


essential 


problem of how to get a quart into a pint pot. 





New Inventions 


AN IMPROVED CARBON-DIOXIDE ABSORBER 

THe disadvantages of current types of carbon-dioxide 
absorbers are as follows : 

(1) The canister cannot be completely filled with the absorb- 
ent granules. This becomes more evident when the canister is 
moved from the vertical position, The level of the contents 
becomes tilted from the horizontal, and most of the respired 
gases will naturally take the shorter path of least resistance. This 
is obviously undesir- 
able any- 
thing less than the 
maximal absorption 
may be dangerous. 

(2) If complete 
filling is attempted, 
it is a laborious and 
time-wasting pro- 
cedure, and is in any 
event impossible. 
If the granules are 
heaped up and the 
screw-top is tightly 
sealed, some 
granules become 
powdered by com- 
pression and might 
constitute a barrier 
to the flow of the 
gases. Such powder 
is undesirable 
because it may be 
insuffiated. If it is 
expelled beforehand 
by blowing air 
through the can- 
ister, the level of the 
granules will drop 
even further. 


because 





(3) Loosely packed granules tend to create increased dead 
space. This is an increased danger especially when the canister 
is used as a to-and-fro unit. 


To meet these objections the canister illustrated here 
has been designed with a metal spring attached to the 
screw-in head to exert steady pressure on the granules 
through a movable metal filter. 

To meet varying respiratory requirements these can- 
isters can be obtained in different sizes to fit the screw-in 


heads. They are transparent and unbreakable. 
H. H. SAMSON 
Johannesburg M.B.E., M.R.O.S, 














Tue Lancet] THE LANCET GENERAL ADVERTISER [Dec. 8, 1956 














Looking 
at two 
aspects— 











Whether sedative or expectorant therapy is required in the management of cough, 
appropriate selection may be made from Allen & Hanburys outstanding cough 
preparations—ETHNINE, a sedative elixir, or PIRIEX, an expectorant Linctus. 





ETHNINE, a palatable and effective PIRIEX, a carefully chosen combin- q 
cough sedative containing pholcodine ation of an improved antihistamine q 
| is rapidly replacing preparations of of low toxicity with expectorants, is 7 
codeine in the suppression of ex- unsurpassed in therapeutic activity 
; ; where a stimulant expectorant linctus : 
hausting and harmful unproductive te indicated ; 
cough in children, adults and elderly 
patients. Piriex effectively liquefies tenacious 
achat = sputum and aids its prompt removal. 
The advantages of Ethnine are m its It is also an effective py etic 
effectiveness with low toxicity, and and is invaluable in the treatment of 
its freedom from side-effects such as congestion of the upper respiratory 
| constipation and digestive upset. tract. i 
For sedative cough For expectorant iH 
therapy therapy 4 
ETHNINE | PIRI EX 
(Formerly known as Piriton Expectorant Linctus.) 
Bottles of 4 and 80 fluid ounces Bottles of 4 fluid ounces and 2 litres 
containing 4 mg. pholcodine in each containing 2 mg. Piriton in each tea- 
teaspoonful (4 c.c.) spoonful (4 c.c.) 
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An anti-tussive agent from 
the B.D.H. Research Laboratories 
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@ Pectamol has a selective action on the medullary centre con- 
trolling the cough reflex thereby suppressing unproductive dry 
cough and moderating purposeful, productive cough. 


@ Aids expectoration. 
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@ Free from soporific, nauseating, constipating or toxic effects. 
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@ Contains no opiates or their derivatives. 


@ Pleasant tasting and well-tolerated. 
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The active constituent of Pectamol Linctus is Dosage: I or 2 teaspoonfuls 
the citrate of the diethylaminoethoxyethyl ester four times a day. 
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of «:a-diethylphenylacetic acid (‘Oxeladin’). Basic N.H.S. Price: 
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i \ Each teaspoonful (3.55 ml.) contains 10 mg. Bottle of 60 ml. 2/6. 

\ Descriptive literature and specimen packings will be supplied on request. 
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Ventilation of Operating-theatres 


THE ventilation system in an operating-theatre 
should do four things : it should carry away dangerous 
bacteria liberated by the occupants; it should 
prevent contaminated air from entering the theatre ; 
it should remove anzsthetic gases; and it should 
provide comfortable working conditions. Often only 
this last purpose has been in the designers’ minds, 
and even so it is seldom achieved. In 1946 BouRDILLON 
and CoLEBROOK! illustrated the need for proper 
ventilation in operating-theatres and wound-dressing 
rooms. They showed that the commonly used 
exhaust fan draws contaminated air from corridors 
and wards into the operation room ; the theatre, in 
fact, becomes an “ air sewer,” where sporing organisms 
can be particularly deadly.2 On the other hand, 
plenum (or pressure) ventilation, with filtered, heated, 
and humidified air from outdoors, reverses this flow 
and reduces the risk of wound infection. Pathogenic 
organisms liberated inside the theatre should not be 
swept into other parts of the hospital, so plenum 
ventilation is supplemented by an exhaust system of 
slightly smaller capacity. This carries outside most 
of the contaminated air, and only a small amount 
remains to create the necessary flow from theatre to 
corridor. 

The change from suction to pressure ventilation in 
an operating-theatre has been shown to be followed 
by a reduced infection-rate, though admittedly a 
surgeon making this change is likely to have revised 
other matters concerning wound infection. SHOOTER 
et al.* have made the same observation and they 
believe that the ventilation changes were entirely 
responsible for the improvement. They describe a 
theatre in which air entered near the floor and was 
extracted at a higher level. The benefits of plenum 
ventilation were lost because the extraction exceeded 
the input; smoke tests showed that air was being 
sucked from the corridor into the theatre. The 
extract ducts were therefore blocked and the input- 
rate was increased so that the direction of flow was 
reversed. These changes also caused a strong hori- 
zontal cross-draught in the region of the operating- 
table. Air sampling showed a notable reduction in 
the number of airborne bacteria, and, though the low 
levels recommended by BouRDILLON and COLEBROOK 
were not achieved, wound infection fell from 8-6% 
to 10%. Although SHOoTER et al. believe that the 
change from suction to pressure ventilation reduced 
the infection-rate, they add that the cross-draught 
may have helped by preventing contaminated particles 
from settling in the operation field—which includes 
not only the wound but the instruments, towels, 
dressings, lotions, and other surgical impedimenta. 

At present, theatres can be found with ventilation 
in almost any direction—upwards, downwards, side- 
1, Bourdillon, R. B., Colebrook, L. Lancet, 1946, i, 561, 601. 

See Ibid, 1953, ii, 1133 ; Ibid, July 7, 1956, p. 29 


9 

2. p 4 

3. Shooter, R. A., Taylor, G. W., Ellis, G., Ross, J. P. Surg. 
Gynec. Obstet. 1956, 103, 257. 
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ways, or oblique, and there are theoretical arguments 
for and against each of these. Air may be diffused 
gently into the room through special distributors or 
blown at high velocity from an open grille. Turnover- 
rates vary from two or three to sixty changes an 
hour and it seems likely that these higher rates would 
not be needed if the air were used more effectively. 
BaNNISTER ran the mile in less than four minutes not 
because he put more effort into the job but because 
he did it more efficiently. If this principle were 
applied to the problems of ventilation, we should 
no longer need to heat our winter air from freezing- 
point to 75°C and then throw it away at the rate of 
sixty roomfuls an hour. There is still a lot to be learnt 
about the physics of ventilation in operating-theatres. 
The ventilation factors which concern the clearance 
of contamination from an operation room, and the 
provision of an especially safe area in the middle of it, 
need to be worked out and then combined, perhaps by 
compromise, with those which influence the comfort 
of the occupants. It will be surprising if greater 
safety and better working conditions are not then 
achieved at lower running costs. 


The Oxytocin Drip 

THE onset of labour is commonly attributed to a 
gradual increase in sensitivity of the uterine muscle 
to the circulating oxytocic hormone of the posterior 
pituitary. Oxytocin is a preparation of posterior- 
pituitary extract which is almost completely free from 
antidiuretic and pressor factor. Its use in the form 
of an intravenous drip has become an established 
method of artificially promoting and maintaining 
labour. 

Given intravenously in minute doses! to pregnant 
women near term, oxytocin seems to evoke a normal 
physiological response in the partially sensitised uterus. 
Although these uterine contractions feel strong and 
increase the intra-amniotic pressure from an average 
base level of 10 mm. Hg to 50 mm. Hg during each 
contraction, they may remain painless for several 
hours. During this preliminary painless period no 
cervical dilation can be expected, but thereafter labour 
progresses normally. Oxytocin will do no more than 
stimulate the uterus to contract; the efficiency of 
the uterine contraction and the speed of cervical 
dilatation depend upon the inherent properties of 
the uterine muscle itself. The sensitivity of the uterus 
to oxytocin varies from one patient to another and in 
the same patient at different stages of her pregnancy. 
A suitable rate for giving intravenous oxytocin 
to induce or maintain labour can be found by 
observing the response to minute doses and then 
adjusting either the drip-rate or the concentration of 
oxytocin solution until the uterus contracts once every 
four minutes. The average uterus requires 0-2 unit 
of oxytocin per hour.? This preliminary stabilisation 
may take up to thirty minutes, but, once it has been 
achieved, prolonged uterine contraction, with its asso- 
ciated dangers of uterine rupture and foetal anoxia, 
need not be feared. The mechanical recording of 
uterine contractions greatly assists the planning of 
oxytocin dosage. The introduction of ‘ Polythene’ tubes 
into the uterine cavity, either through the abdominal 
1. Theobald, G. W., Graham, A., Campbell, J., Gange, P. D., 
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wall * or through the cervix * may provoke abnormal 
uterine response and is never free from the danger of 
External tocographs ® can measure only the 
frequency of contractions but this is usually sufficient 
to assist safe control.? 

The technique may have to be modified in certain 
circumstances. Occasionally the uterus is unusually 
resistant to oxytocin, and PaGE ® has postulated the 
presence of an oxytocin-destroying enzyme, pitocinase. 
In such patients satisfactory uterine contraction can 
usually be promoted by increasing the drip-rate, and 
in some cases up to LO units per hour have been given. 
THEOBALD et al.? prefer to stop the drip and try again 
twenty-four or forty-eight hours later when, they 
the uterus will be more sensitive. Modern 
preparations of oxytocin, given intravenously in 
small quantities, do not cause hypertension and 
oliguria and they may be given freely-in pre-eclampsia, 
provided the solutions are made up with 6% glucose 
in water. If there is no contra-indication to saline 
solution, a continuous intramuscular oxytocin drip 
with hyaluronidase * has many advantages and elimi- 
nates the risk of local venous thrombosis. THEOBALD 
et al.? have combined the oxytocin drip with artificial 
rupture of the membranes and deep sedation with 
various combinations of morphine, scopolamine, pethi- 
dine, and phenobarbitone. This method, they believe, 
promotes more normal uterine contractions, increases 
the effective placental circulation and feetal oxygena- 
tion, accelerates the first stage of labour, and makes 
the need for czsarean section less likely. 

The oxytocin drip has proved particularly useful 
when the membranes have ruptured prematurely or 
when surgical induction has failed. When the mem- 
branes are intact the risks of intra-uterine infection 
and a “dry uterus’’ do not arise; and the oxytocin 
drip has been valuable when induction of labour 
is necessary in the presence of prematurity, death in 
utero, carneous mole, or vaginal sepsis, or when the 
presenting part is not engaged in the pelvic brim. 
Great caution is needed, however, when the mother 
has had many previous pregnancies or when there is 
cephalopelvic disproportion, twins and hydramnios, a 
caesarean scar, or severe hypertonic uterine inertia with 
distressing colicky pains and cervical achalasia. Hyper- 
tonic uterine inertia and incodrdinate uterine action 
are generally accepted as the main contra-indications 
to oxytocin,’ and uterine tetanus may follow even 
small doses. With care, the oxytocin drip can be suc- 
cessfully used even under these conditions, thus avert- 
ing the need for cesarean section and the risk of 
widespread pelvic sepsis. But unless skilled super- 
vision is to hand, accidents will be inevitable ; and for 
that reason intravenous oxytocin must not be used by 
those unfamiliar with its dangers. 

THEOBALD et al.’ have reviewed 
from the years 1952-54. As many 14°, of 
the women had a surgical induction of labour; and 
of this induced group 22°%% later had an oxytocin drip 
and 2°, were delivered by cxsarean section. The 
series included 600 women whose labour lasted more 
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than forty-eight hours; 36° had an oxytocin drip 
and only 8 (1-3%) were finally delivered by caesarean 
section. The gross foetal mortality in 1954 was 157 
(6-5°%), but, of these, 67 infants died in utero before 
the onset of labour and 78 weighed less than 51/, lb. 
For the mother, vaginal delivery is still about ten 
times safer than cesarean section, and this low 
ceesarean-section rate associated with a low fetal 
mortality is very encouraging. 


The Nephropathy of Potassium Depletion 

Iv has been known for some years that electrolyte 
disturbances can interfere with renal function. Sodium 
depletion, dehydration, diabetic acidosis, alkalosis, and 
hypercalcemia have all been incriminated, and now a 
further condition, potassium depletion, must be 
added to the list. Nearly twenty years ago SCHRADER 
et al.) showed that rats fed on a diet deficient in 
potassium developed a lesion of the kidney with 
cedema and vacuolation, and sometimes sloughing, of 
the tubular epithelium. More recently, laboratory 
work by MUNTWYLER and GRIFFIN ” has suggested 
that the glomerular filtration-rate is depressed in 
potassium-deficient rats; and the ability of rabbit- 
kidney slices to handle p-aminohippuric acid has been 
shown * to depend on the concentration of potassium 
in the surrounding medium. 

This laboratory evidence linking disturbed renal 
function with potassium deficiency has lately been 
confirmed in man. Kidney lesions similar to those 
found in the rat have been noted several times in 
human beings; and in patients who have died in 
states of proved or presumed potassium depletion, 
there has been vacuolation of the renal tubular 
epithelium—the so-called vacuolar nephropathy or 
clear-cell nephrosis.4~® The clinical implications of 
renal damage due to potassium depletion in man were 
first studied by Schwartz and RELMAN !° at Boston in 
1953. They have now added further observations ™ 
in which serial renal biopsies have enabled the histo- 
logical appearances during potassium depletion and 
after recovery to be correlated with renal function. 
They found that the kidney lost its concentrating 
power so that the urine of potassium-deficient patients 
was of low specific gravity. Clearance tests showed 
depression of both glomerular and tubular function, 
especially tubular function, and the performance of 
the kidney improved when the potassium deficit was 
restored. These functional changes were paralleled by 
the histological changes in the proximal tubules, whose 
epithelium showed “a foamy degeneration ”’ or large 
vacuoles during potassium deficiency and gradually 
returned to normal when this was made good. The 
alterations in renal function were not very obvious 
clinically, for they were accompanied only by a slight 
and inconstant proteinuria and a few casts. There was 
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a slight rise in the blood-urea level, but no » clinical 
uremia. Routine observations of the urine volume 
and specific gravity were the only measures which 
would readily reveal the renal lesion. In this country 
ManLEeR and Stansury ” have studied a patient 
in whom potassium depletion not only diminished the 
concentrating power of the kidney but also led to 
excessive loss of phosphate and sodium chloride in 
the urine. CLARKE et al.’® demonstrated in healthy 
volunteers that potassium deficiency prevents the 
kidney from excreting a urine of maximum acidity 
after the ingestion of ammonium chloride. 

Although there is some reason to believe that 
vacuolation of the tubules may be produced by several 
causes,!* potassium depletion is certainly one of them ; 
and the evidence that it can lead to a reversible lesion 
of the renal tubules is very convincing and constitutes 
an important addition to our knowledge of the 
metabolism of this ion. The implications are far-reach- 
ing and shed light on the difficult differentiation 
between primary potassium-losing renal disease and 
Conn’s syndrome, in which the body loses potassium 
because an adrenocortical tumour is secreting excessive 
amounts of aldosterone. In the fully developed syn- 
drome there is severe hypokalzmia, hypernatremia, and 
alkalosis, with tetany and muscle weakness.15 Conn’s 
original patient also gave a history of polyuria and 
nocturia for years, and hyposthenuria and slight 
proteinuria pointed to a defect of the renal tubules. 
These renal features of the syndrome may well have 
been due to the nephropathy of potassium depletion, 
and they disappeared when the electrolyte state 
returned to normal after the removal of the adrenal 
tumour. The clinical distinction between such a 
patient and one with primary potassium-losing renal 
disease is thus not easy. The difficulty may be resolved 
when a simpler and moré accurate means of esti- 
mating aldosterone becomes available. Present 
methods are not sufficiently critical for clinical use, 
and the problem is complicated by the fact that 
some renal diseases and other oedematous states are 
in any case accompanied by an increase in the 
excretion of aldosterone. 

As MaHLER and StanBury point out, the distinction 
between primary renal and primary adrenal potassium 
loss is a matter of great moment, for in Conn’s syn- 
drome removal of the adrenal tumour may bring about 
complete cure, while in primary potassium-losing 
renal disease potassium supplements are the only 
useful treatment (Dr. FLEAR and his colleagues discuss 
some aspects of oral potassium therapy in their article 
on p. 1190) and complete renal failure is the expected 
outcome. Cope and MILNE ?? have discussed the points 
on which the differentiation should be made and they 
suggest that Conn’s syndrome is to be suspected when 
there is no history of a primary renal disease, when 
very large petassium supplements fail to lead to the 
improvement expected, and when renal biopsy 
shows only the tubular lesions of potassium depletion 
without evidence of other renal disease. If there are 
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signs of an gdeenal 1 tumour, and if it is possible to 
demonstrate excessive amounts of aldosterone in the 
blood or urine, the diagnosis becomes easier: but if 
doubts cannot be resolved exploration of the adrenals 
may be justified. 


Annotations 


AFRICAN TUBERCULOSIS 


PuLMONARY tuberculosis is said to be a more acute and 
malignant illness in Africans than in Europeans. As the 
response to chemotherapy depends both on the action of 
the drugs on the bacilli and on the resistance of the host, 
it might be expected that Africans would respond less 
well than Europeans ; and this matter has recently been 
investigated. 

The chemotherapy trials of the Medical Research 
Council in this country have already provided much 
precise knowledge about chemotherapy in British 
patients. In 1953 Professor Williams and his colleagues at 
Makerere College, Kampala, Uganda, in collaboration 
with the tuberculosis research unit of the Medical 
Research Council, began similar trials in Uganda in 
African patients... These trials closely followed the 
pattern of the British ones, both in regimens of treatment 
and in type of disease treated. The statistical design of 
the two series was siriiilar, and so were the methods of 
analysis. It has, therefore, been possible validly to 
compare some features of the disease and its response to 
treatment in African and British patients.? 63 patients 
in Uganda with acute extensive bilateral pulmonary 
tuberculosis were compared with 136 British patients. 
Both groups were treated with isoniazid and either 
streptomycin or p-aminosalicylic acid (p.a.s.) daily. The 
Africans were in rather worse clinical condition before 
treatment ; and they had more extensive disease and 
more cavitation. But at the end of three months the 
changes in the two series were similar. Radiographic 
changes were assessed by a panel, the members of which 
did not know that the films were of patients of different 
race. Mederate or considerable improvement was 
recorded for 52% of British patients and 57% of African 
patients. Although the groups had slightly different 
treatment during the second three months, the results 
after six months were still remarkably similar. Radio- 
graphic results were also assessed by comparing the 
changes in matched pairs of films in the two series ; and 
judged in this way the Uganda patients seemed to have 
responded to treatment slightly better than those in 
Britain. 

There was certainly no evidence throughout the 
analysis that the early effects of antibacterial treatment 
in Africans were inferior to those in Europeans. This 
investigation is doubly interesting: it provides con- 
vincing evidence that rational and competently supervised 
chemotherapy can produce as good results in Uganda as 
in Great Britain; and it shows the great value of 
coéperation between research-workers in this country 
and those in the less favourable environment of econo- 
mically underdeveloped countries where tuberculosis 
remains a major problem. 


VIRUS INFECTIONS IN THE EMBRYO 
SINCE 1942, when Gregg * drew attention to congenital 
cataracts in children born to women who had had rubella 
in early pregnancy, many examples of congenital defects 
in such children have been described. Adams et al.‘ of 
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Los Angeles have lately reviewed the subject of virus 
diseases in pregnancy as they affect the child. Abortion 
may result from maternal infection with influenza or 
poliomyelitis, but congenital anomalies attributed to a 
disease other than rubella are mentioned in only one of 
the reports to which Adams et al. refer, and in that one °® 
poliomyelitis was thought to be responsible. 


Adams et al. infected mice with influenza virus intra- 
nasally just before breeding. Death or abnormality of 
the embryos was not significantly more common than in 
controls ; but technical points concerning the dose and 
time of administration of virus need further investigation. 
On the other hand, Adams et al. found that chick embryos, 
infected with influenza at 48 hours of age, became 
deformed and died. Prior inoculation of antiserum 
protected the embryos, and antiserum inoculated up to 
5 hours after the virus gave partial protection. These 
results with chick embryos may be compared with those 
of Henle et al.* who infected 8-day chick embryos with 
ultraviolet-irradiated influenza virus and noted stunting 
of growth of embryo and allantois during the succeeding 
7 days. Death in that period was unusual, and the experi- 
ments were not continued till hatching. Homologous 
antiserum gave protection when given at the same time 
as the virus, but antiserum given even as soon as | 
minute after the virus did not prevent interference with 
the growth of the embryo. 

These experiments throw no light on what influenza 
in the mother may do to a human embryo. The experi- 
ments with mice were inconclusive, and the chick 
embryos, though undoubtedly damaged by the virus, 
were infected in a way which exposed their cells to direct 
contact with an inoculum of virus that was very large 
compared with the dose that could cross a human 
placenta. Furthermore, in Henle’s experiments the 
embryos were damaged by virus whose infectivity had 
been destroyed by ultraviolet light. Gregg’ has summed 
up the situation by saying that though congenital abnorm- 
ality has been attributed to maternal infection with 
mumps, influenza, smallpox, chickenpox, poliomyelitis, 
and infective hepatitis there is no regular pattern of 
anomalies as there is in the rubella syndrome. 


A PIONEER IN NEUROLOGY 


THe guarantors of Brain have published * a selection 
of the papers of Sir Gordon Holmes as a tribute to this 
great neurologist on his 80th birthday. Though it has 
not been possible to produce as wide a selection as 
was done for Hughlings Jackson ® and Sherrington,’ 
there is quite enough to show how much Holmes has 
contributed to fundamental knowledge in neurology. 
His pioneer work on the cerebellum is represented by 
his paper of 1908 on the connection of the inferior olives 
with the cerebellum in man, by the paper on a familial 
degeneration of the cerebellum, by the greater part of his 
paper with Dr. Grainger Stewart which, in 1904, established 
the clinical signs of intracerebellar and extracerebellar 
tumours, and by the Croonian lectures of 1922 based 
largely on his study of gunshot wounds of the cerebellum. 
The other writings which have been reprinted are con- 
cerned with the cortical representation of vision and with 


visual orientation and attention, including the two 
classical papers of 1916 and 1918 in which Holmes 
established the point-to-point representation of the 
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retina in the occipital cortex. Many neurologists will 
miss the Goulstonian lectures of 1914 on the spinal 
injuries of warfare, which contained much meticulous 
observation, and the Horsley lecture of 1938 on the 
cerebral integration of ocular movements. The other 
major omission is the paper with Sir Henry Head on 
sensory disturbances from cerebral lesions ; this has, in 
fact, been reprinted! since it originally appeared, but 
in a volume which is not now easily obtainable. 

As Sir Francis Walshe points out in his preface, all this 
fundamental work, and much more that is given in the 
bibliography, was carried out in the “ spare time’ of 
a clinician busily occupied in hospital and private 
practice, and much of it, particularly on the cortical 
representation of vision, while Holmes was on active 
service during the 1914-18 war. 

This collection will bring special pleasure to all the 
house-physicians and clinical clerks who have worked 
at the National Hospital with this celebrated teacher of 
neurology. 


JET INJECTION OF JOINTS 


INTRA-ARTICULAR injections of hydrocortisone acetate 
now have an accepted place in the treatment of rheuma- 
toid arthritis, especially in patients who have only a few 
troublesome joints. Ziff et al.'* have lately recorded 
results with a ‘‘ hypospray’’ jet injector which, they 
believe, can usefully replace the conventional syringe in 
this type of treatment. This ingenious device 14 was 
designed to introduce substances under pressure either 
subcutaneously or intramuscularly without using a 
needle. The material to be injected is contained in small 
metal cartridges, hermetically sealed in a sterile alum- 
inium container, and it is forced through the skin as a 
fine jet by a spring-activated plunger. To ensure 
adequate penetration of periarticular structures, a 
special injector, about 18% stronger than the standard 
instrument, was developed. Only the nozzle of the 
injector and the skin need be sterilised. 

In preliminary experiments a solution of a dye or a 
suspension of hydrocortisone acetate was injected into 
joints. The proportion of injected material which could 
be recovered by aspiration of the joint contents was as 
high as 60% for the dye, but much smaller for the hydro- 
cortisone—probably because much of it remained in the 
synovial membrane or periarticular tissues. Jet injection 
of a radio-opaque medium confirmed that the material 
was deposited in periarticular structures as well as 
within the joint cavity. Ziff and his colleagues suggest 
that the action of the hydrocortisone which actually 
enters the joint may be supplemented by the rest of the 
dose which is deposited around the joint. Clinically the 
response seems to have been much the same as that 
produced by ordinary syringe-and-needle injection. The 
smaller joints responded best and the method seemed 
most suitable for the digital joints, in which local treat- 
ment with hydrocortisone is often worth while and is 
perhaps used less often than elsewhere. 

Nearly all patients felt a sudden sharp or burning 
sensation at the moment of injection, and discomfort for 
several minutes afterwards, especially when small joints 
were treated; but most preferred the hypospray to 
injection with a needle. The only commor reaction was 
slight ecchymosis ; one patient bled from a small artery, 
and another had a small but persistent area of anesthesia 
distal to the site of injection. The method has the 
disadvantage that it does not allow fluid to be withdrawn 
for diagnostic or therapeutic purposes. Although 
attractively simple and quick, and apparently safe in 
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the hands of its originators, ‘‘ jet ’’ injection is unJikely 
to compete seriously with an accurately directed needle 
until bigger trials have been undertaken. 


CARDIAC ARREST 


THE importance of early cardiac massage through the 
chest in the treatment of cardiac arrest due to ventricular 
fibrillation or standstill! has again been illustrated by 
Milstein.2 But cardiac massage carries a considerable 
risk of traumatic damage, particularly in the hands of 
those not practised in chest surgery ; and it is tiring for 
the operator. An ingenious alternative method named 
‘** pneumomassage,”’ involving the rhythmic insufflation 
of gas into the pericardial cavity, has been devised by 
Bencini and Parola * in Milan for accomplishing cardiac 
massage with less trauma. A special cannula, introduced 
through a small hole in the pericardium, is held in place 
by a flange on each side. Air, or oxygen, is rhythmically 
blown in by a rubber bulb or an oxygen cylinder, pre- 
ferably with a manometer in the circuit. Bencini and 
Parola used a pressure up to 160 mm. Hg in “gs, 
after finding that the pericardium would stand pressures 
at least to 350 mm. Hg. The breaking-point in nine 
human cadavers varied from 710 to 1125 mm. Hg. The 
method seemed very efficient in induced ventricular 
fibrillation in dogs: it produced a femoral pulse and a 
systolic pressure of about 100 mm. Hg; and, after 
10-60 minutes, electric defibrillation was always achieved 
with the first shock. Pressure measurements from the 
right auricle and jugular vein showed little venous 
reflux. 

The method has yet to be applied in man, and even 
if it is successful it may have only a limited practical use. 
For instance, in patients undergoing cardiac surgery the 
pericardium is unlikely to be intact. And in surgery 
outside the thorax time is all-important, and manual 
massage will usually be quicker. Pneumomassage may 
be valuable when treatment must be continued and the 
pericardium has not been opened; and it might prove 
useful for those unaccustomed to thoracic surgery if a 
simple and rapid method of introducing the cannula into 
the pericardium could be devised. 

Early cardiac massage (followed if necessary by defibril- 
lation with the electrodes placed on the heart) is a well- 
tried and effective treatment for ventricular fibrillation 
or standstill. But its use is restricted because a physician, 
and even a general surgeon, may hesitate to do an 
immediate thoracotomy. Intracardiac drugs are usually 
ineffective and may be dangerous.‘ It has been found 
recently that an electric shock applied through the intact 
chest wall may restore normal ventricular action if it can 
be started soon enough while the myocardium is still 
well oxygenated. The difficulty is that 3 to 5 minutes 
after the onset of ventricular fibrillation or standstill the 
myocardium becomes unresponsive, and (at normal 
temperatures) irreversible changes take place in the 
central nervous system. Moreover, it may be hard to 
differentiate between fibrillation and standstill, and that 
is important because fibrillation calls for a much greater 
electrical stimulus than standstill. Differentiation is 
easy with a continuous electrocardiogram, particularly 
when it is displayed on a cathode-ray tube ; but except 
during cardiac investigations and surgery, this informa- 
tion will seldom be readily obtainable. It is probable 
that standstill is more usual, except as a complication of 
operations involving handling of the heart; but figures 
bearing on this subject are misleading unless based on 
direct observation of the heart through the opened 
pericardium or on a continuous electrocardiogram. 
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External electric defibrillation through the chest wall 
requires such large currents that it has been thought 
impracticable,> but Zoll et al.¢ have not been deterred 
and they now report the successful termination of 11 
episodes of ventricular fibrillation in this way. Between 
240 and 720 volts, giving up to 15 amps, were used in 
shocks lasting 0-15 second applied over the precordium. 
Of four patients three eventually died, but one survived 
several episodes of defibrillation and made a complete 
recovery. In the successful case the shock was applied 
within 4 minutes of the onset of fibrillation; in the 
patients who died there was a delay of at least 7 minutes. 
Surprisingly, no mention is made of burning of the skin, 
which seems likely with such enormous currents. The 
method must also be hazardous for the operator. 

External electric stimulation for ventricular stand- 
still? * is much easier and safer since relatively small 
voltages and currents are required. Again the main 
difficulty is that treatment must be started very rapidly ; 
and probably for this reason the best results have been 
reported in Stokes-Adams attacks, whose repetitive 
nature allows the instrument to be set up beforehand. 
In this issue Dr. Leatham and his colleagues discuss a 
simple automatic apparatus for external stimulation. 
A warning device brings the instrument automatically 
into action if no Q R 8 is received from a continuous 
electrocardiogram, thus avoiding any dangerous delay. 
For emergency use an ordinary high-tension battery, 
condenser, and morse key were sufficient. If its value 
is confirmed by further experience, this simple apparatus 
could at least be available, to meet the danger of a 
recurrence, beside the bed of any patient who has frequent 
Stokes-Adams attacks, or who has returned to the ward 
after cardiac massage for standstill. 


ELUSIVE VIRUS 


THREE months ago ® we drew attention to the report 
by Rightsel and his colleagues at Parke Davis Research 
Laboratories, Detroit, of the isolation, from acute 
sera and stools of infective hepatitis, of agents with 
a cytopathic action on cultures of a strain of cells known 
as Detroit-6. No other laboratory has succeeded in con- 
firming these results, but the essential requirements for 
satisfactory culture are fraught with difficulties. At the 
meeting we report on p. 1207 McLean, one of Rightsel’s 
colleagues, stated that the cells remained susceptible to 
the agents only if they were cultivated in human serum ; 
but, on the other hand, the agent or agents being investi- 
gated may be present in the serum of an apparently 
normal human, and there is no proven method of inac- 
tivating hepatitis virus which will not spoil the serum’s 
growth-promoting properties. The difficulties of main- 
taining ‘‘ clean ’’ lines of cells are obvious. McLean and 
his colleagues reported that convalescent sera were better 
able to neutralise the action of the agents than 
acute-stage non-infective sera; but the agent had also 
been isolated from some early convalescent sera. After 
as many as 12 passages, the agents still had a titre of 
only 10-1 and they had not been capable of producing 
illness or antibodies in the several species of laboratory 
animals which had been inoculated. In the discussion at 
Detroit Sternberg stated that Detroit-6 cells, which were 
originally derived from the bone-marrow of a patient with 
carcinoma of the lung, may undergo cyclical degeneration. 
The Detroit workers are trying to adapt their agents to 
other lines of cells, and most workers who are still search- 
ing for susceptible cells consider that this is essential. 


5. Wiggers, C. J. Amer. Heart J. 1940, 20, 413. 

6. Zoll, P. M., Linenthal, A. J., Gibson, W., Paul, M. H., Norman, 
L. R. New Engl. J. Med. 1956, 254, 727. 

7. Zoll, P. M., Linenthal, A. J., 
1954, 9, 482. 

. Zoll, P. M., Linenthal, A. J., Norman, L. R., Paul, M. H., Gibson, 

’. Arch, intern. Med. 1955, 96, 639. 
9. Lancet, Sept. 1, 1956, p. 449. 
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Special Articles 


ACCIDENTS TO PATIENTS IN HOSPITAL 
E. 


Lond, 


SNELL 


M.A, ¢ M.D. F.R.C.P., D.P.H. 


‘amb., 


Patients enter hospital to be relieved or cured, and 
neither they nor their relations expect additional acci- 
dental injury in a place where they are mainly confined 
to bed and where their activities are closely supervised. 
Such accidents, however, do happen and the present 
investigation was undertaken to ascertain their frequency 
and causes. 

Investigation 


In the hospitals of our group, as no doubt in others, 
a printed form has to be completed (by the nurse in 
charge) for every accident sustained by patients. I 
have perused all such forms for the years 1953 and 1954. 
The group has about 1450 beds, and the numbers of 
discharges in the two years were : 


General hospital 24,270 (including 166 geriatric cases) 
Maternity hospital 4083 
Sanatorium 914 
Isolation hospital 2677 
Cottage hospital ‘ 2388 
Geriatric beds (other) .. 1043 


35,375 
Though only 1043 of these patients were in geriatric 
beds, the Medical Director of the general hospital has 
drawn my attention to the fact that the average age of 
the patients treated there is constantly rising, and in 
1955 nearly half those discharged from that hospital 
were over the age of 60. 


Results 
"The 653 accidents recorded in sufficient detail for 
present purposes were : 
Bedside accidents : 
Got out of bed and fell an a - 112 
» Slipped and fe Ml we ca ‘a 81 
Fell out of bed 82 
Found on floor by be a 4 63 
Reaching to locker, fell out of bed 26 
Fell off bedpan out of bed : ia 12 
Fell out while bed was being made .. oe oe 4 
Total 380 
Other accidents : 
Slipped in ward, bathroom, or toilet and fell 110 
Fell out of chair . 60 
Collapsed or fell from we eaknes ss or faintne Ss 18 
Knocked against wall or door 16 
Burnt by hot-water bottle or tre atme nt 13 
Fell off w.c. seat 11 
Tripped over steps or othe r obstac le ‘and fe u 11 
Caught finger in window or door 6 
Fell off trolley 5 
Cut wrist in suicidal atte mpt 5 
Spilt hot tea ee “a vt 4 
Hypodermic needle broken in patient 3 
Cuts due to crockery or cutlery 2 
Bit and broke thermometer 2 
Attacked by another patient 2 
Walking-stick slipped and patient fe nm 1 
Cone of X-ray tube fell on patient 1 
Rib broken while patient was being lifted 1 
Leg of patient impaled by dart " 1 
Found semi-immersed in stream in grounds 1 
Grand total 653 


Some patients had multiple accidents. 

+t Apart from the 380 accidents (58%) at the bedside, 
only two large groups are recorded: 110 patients (17%) 
slipped and fell in ward, bathroom, or toilet, and 71 
(11°) fell off chairs or w.c. seats. 191 (29°) of the acci- 


dents were attributed to slipping, but other falls at the 
bedside may well have been due to this cause though 
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the word ‘“‘ slipped ’’ was not used on the form. On the 
other hand, a fall from any cause may be described as 
due to a slip. In other words, it is impossible to say 
just how many of these falls were due te a slippery 
floor. 

308 (47%) of the accidents caused detectable injury 
which was recorded at the subsequent routine examina- 
tion by a doctor. In most of the bedside accidents, 
patients were on the way to the ‘‘ toilet,’’ and it therefore 


seems that exercise of the excretory functions is 
the main hazard to hospital patients. These injuries 
were : 


Fractures of bone (3 RaRRETTER, 2 rib, 1 patella, 2 
femur, 1 radius) ne oe - os 9 


Cut head (7 required sutures) 33 
Bruised head 71 
Abrasions of head or fac e 32 
Cuts on limbs 11 
Bruises on body or limbs 40 
Abrasions of limbs 42 
Burns or scalds. . ee “a - ae is 8 
Sprained joints en wd on a 8 
Needles left in patients 64 as Ss ee 2 
Epistaxis - os sia wae? cua 1 
Lower lip cut by ‘te e th ée ee os os 1 
Tendon of wrist divided - és - as 1 
Pain only (no obvious injury) 49 

Total 308 


The accompanying figure shows the ages of the 
patients. Quite clearly the accident-rate increases rapidly 
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from the age of 60. Below this age the numbers in 
each age-group are much the same. The diseases, 
where recorded. of the patients who had the accidents 
were : 


Cerebrovascular 115 
Arteriosclerosis ee 14 
Coronary and cardiac . . 64 
Senility 35 
Total 228 

Arthritis and fractures 42 
Bronchitis and pneumonia 28 
Carcinoma 24 
Digestive 23 
Laparotomy, &e. 19 
Pulmonary tube sroulosis 19 
Renal and gastric ulcer 14 
Central nervous system 13 
Diabetes 12 
Skin ll 
Eye . ‘ de we a we 1l 
Barbiturate poisoning _ a ea ia 6 
Other conditions 26 
Grand total 476 


228 (48%) of the patients involved had vascular 


diseases or were senile. 


Discussion 


The diversity of the accidents occurring below the 
age of 60 suggests that they are mainly unavoidable, 
except for two groups—burns due to hot-water bottles 
or to physiotherapy, and attempts at suicide. The 
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burns might be prevented by the exercise of more care, 
and the attempts at suicide by earlier recognition and 
treatment of the mental state. 


Most of the accidents in the older patients might 
theoretically be due to the following causes : 


(1) Lack of supervision, owing to a shortage of nurses. 
If this were a major factor, more accidents at night, 
when nurses are fewer and semi-darkness prevails, 
might be expected, but the number of accidents by day 
and at night are about equal. 

If the patients were forbidden to get out of bed for 
‘‘ toilet purposes’’ and more frequent attention were 
given to these functions, the number of accidents might 
be reduced. On the other hand, some elderly patients tend 
to have frequency and precipitancy, and it is desirable 
not to allow such patients to become bedridden but to 
encourage them to assist themselves so far as possible. 
Some of the nocturnal accidents are due to mental 
confusion, the patients imagining that they are at home. 
This confusion may be due to cerebral arteriosclerosis 
and may be aggravated by sleeping-tablets. 

(2) High Beds.—To ease the task of nurses many 
patients in the general hospital are nursed in high beds. 
Beds throughout our group are also equipped with 
interior-spring mattresses, which add about 8 inches 
to the height, and some few beds have an air mattress 
over the spring one. Many patients, on getting out of 
such beds, can scarcely reach the floor, and falls may 
occur from this cause, particularly if the floor is slippery. 
The more senile and mentally confused patients are 
sometimes nursed in beds with a lifting side; this will 
prevent a patient from rolling out of bed, but some 
clamber over the side of the cots, and more severe damage 
may be caused in this way. 

(3) Slippery Floors.—In the wards of the general hos- 
pital (which are mainly wood-block) non-slip polish is 
being introduced, and in the largest geriatric unit (which 
has linoleum floors and where the accident-rate is low 
considering the disabilities of the inmates), the matron 
insists that the linoleum floors shall be washed and not 
polished. 

The risk of slipping is increased by too high a polish, 
by application of excessive polish which is not removed, 
and by unsuitable footwear. 


Summary and Conclusions 


653 accidents to patients in a group of hospitals with 
about 1450 beds and 35,375 discharges during the years 
1953 and 1954 were investigated. 


Accidents are much commoner over 60 years of age, 
but these form an increasing proportion of patients 
treated in hospital. 


Nearly half the patients who had accidents were being 
treated for cardiovascular disease. 


58% of accidents happened at the bedside. If to 
these are added the accidents attributed to slipping 
or falling in wards and annexes, and falls off chairs or 
w.c. seats, the total becomes 86%. 


The most important preventive measures appear 
to be: 


(1) Avoidance of slippery floors. In wards for fhe 
elderly, hair-cord carpet might be substituted for lino- 
leum or waxed wood, particularly at the bedside. 


(2) Avoidance of high beds, though this will make 
work harder for the nurses. 


(3) Provision of cots and/or rails to beds. 


(4) Careful attention to patients’ excretory needs by 
nursing staff. 


I wish to thank the Management Committee of the 
group for permission to publish, and the Medical Director 
and the matron of the general hospital, and the sister 
temporarily in charge of the geriatric hospital, for suggestions 
and help. 
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SHEFFIELD’S NEW UNIVERSITY BUILDING 

A CEREMONY in Sheffield last week drew attention 
to an important exercise in cooperation between uni- 
versity and teaching hospital. On Nov. 29 Prof. G. W. 
Pickering, regius professor of medicine at Oxford, 
opened the new university building at the Sheffield Royal 
Infirmary; and in doing so he commended Sheffield on 
the fruitfulness of the union between its university and its 
teaching hospital, Elsewhere, he remarked, such a union 
often produced nothing but the heat generated by friction. 
The new building is designed for teaching and researeh 
and it accommodates Prof. R. P. Jepson’s department 
of surgery and Prof. G. M. Wilson’s department of 
therapeutics, which moved into their attractive 
quarters some weeks ago. At the opening ceremony, 
Sir Francis Stephenson, senior pro-chancellor of Sheffield 
University, referred gratefully to the action of the 
University Grants Committee which had made_ possible 


1 
4 








The new building. Lonegield J eleyrapa and Star 
the erection and equipment of the building at a cost of 
£50,000. The architects are Mr. J. Mansell Jenkinson, 
F.R.1.B.A., and Mr. J. M. M. Jenkinson, M.A., A.R.1.B.A. 
The building is a self-contained block joined by a 
corridor to the wards and other parts of the hospital. 
It has two floors and includes 17 rooms and a lecture- 
theatre seating 140. The lecture-theatre is equipped with 
a 16 mm. sound ciné projector and an epidiascope that 
really does keep cool. <A projecting microscope is used 
in the theatre and elsewhere to demonstrate histological 
points and it does so with striking clarity even at high 
magnification. The mechanical aids to ventilation in the 
theatre include press-button window control; and 
another button brings down the black-out. The theatre 





| Sheffield Telegraph and star 
The lecture-theatre. 
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is being used, for example, for clinicopathological dis- 
cussions and demonstrations which bring together various 
teaching departments in instructive debate. Patients 
can readily be brought to these gatherings under cover 
from the wards, which are only a few yards away, and 
there is a little side-room where they can wait if need be 
(much better than waiting in a corridor, which is what 
happens to too many patients on such occasions). 

On the ground floor a clinical laboratory has been 
provided for students, which they may use whenever they 
have an opportunity (it will be open in the evenings). 
Here a ‘‘ wall newspaper ’’ points out items of particular 
interest in the medical journals ; and a demonstration of 
pathological and other material is set out every week 
for students to study when they can. In its other rooms 
the new building offers first-class opportunities for 
research, which the two departments are seizing with 
enthusiasm ; and there is a lot of space and splendid 
equipment for investigators who had formerly been even 
more cramped than seems to be the custom for research- 
workers. Professor Jepson’s team are particularly con- 
cerned with the peripheral circulation and the choice of 
materials for arterial grafting. Among other things, they 
have a constant-temperature room to aid them in 
plethysmography and other observations on the peripheral 
vasculature. In Professor Wilson’s department the 
emphasis is on radioactive isotopes and the increasing 
number of applications that are being found for them in 
investigation, treatment, and research. There is a mas- 
sive scintillation counter for external counting, and other 
electronic pieces, which perhaps look less forbidding than 
usual when they are seen in the ‘‘ contemporary ”’ setting 
that the architects have devised. Not everyone enthuses 
about contemporary décor, but there is no doubt that 
in its less flamboyant form (as here) it is cheerful and 
efficient. Those who have been working for some time 
in the new building speak warmly of it, and very few 
second thoughts have been voiced about the design—a 
notable tribute to the skill of those responsible. 


THE REMUNERATION CLAIM 


On Nov. 28 the Negotiating Committee met at B.M.A. 
House to consider the letter from the permanent secretary 
of the Ministry of Health which we published last week. 
Dr. A. B. Davies, acting chairman of the General Medical 
Services Committee, occupied the chair. 

It appeared to the committee that Sir John Hawton’s 
letter was based on a complete misconception of the 
nature of the case which had been made out in the com- 
mittee’s supplementary memorandum. The committee 
had never alleged that the overriding contractural 
obligation of the Government to the two branches of 
the profession was an obligation which could be enforced 
by legal proceedings in the ordinary way. In the opinion 
of the committee, what was vital to the profession’s 
case was that the contractual obligation existed, whether 
or not it was enforceable by such legal proceedings. 
Implicit in the contractual obligation was the moral 
obligation of both parties to the bargain to honour their 
promises, and the moral obligation might well be the 
more cogent by reason of difficulties of legal procedure. 
The position of the profession was, quite simply, that the 
Government was under both a contractual and a moral 
obligation to implement the promises which were made 
to the profession when they entered the National Health 
Service ; and, in the view of the committee, observations 
as to the difficulty of enforcing this obligation were beside 
the point and could only tend to confuse the real issue. 

The committee decided to reply to the Ministers in 
this sense, explaining that it could not accept Sir John 
Hawton’s letter as a satisfactory explanation of the 
Ministers’ position and stating that it would wish to seek 
an early meeting with the Ministers after receiving a full 
answer from them. 
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GENERAL MEDICAL COUNCIL 
SESSION NOV. 27-29 


Sir Davip CAMPBELL, whose address at the opening 
of the council’s 193rd session we summarised last week 
(p. 1151), was re-elected president in the course of the 
session. 


CERTIFICATES FOR FULL REGISTRATION 


The council examined at some length the question of 
the provisionally registered practitioner who might find 
himself at the end of his period of internship refused 
a certificate of satisfactory service, possibly because of a 
clash of personalities. The PrestpEntT explained that 
this was not a matter for the council, and Dr. G. A. 
CLARK intimated that the Ministry of Health could not 
be expected to do more than it had done. 

A letter to the council from the British Medical 
Association stated that under the existing procedure the 
responsibility for the issue of the certificate rested 
nominally with the hospital management committee. 
In practice, however, it was given or withheld on the 
evidence of one person—the consultant or specialist 
under whom the practitioner worked. There was no 
appeal against this individual’s decision. The association 
suggested that, where the consultant felt unable to 
certify that the service was satisfactory, the matter should 
be referred for inquiry to the hospital medical staff 
committee, and where this body endorsed the con- 
sultant’s decision a full statement should be sent to the 
licensing body, which should then have discretion whether 
or not to issue a certificate of proof of experience. The 
letter recalled that the Ministry in 1952 recommended 
that if, during the period of employment, the hospital 
authority felt that there was any possibility that it 
might not feel able, unless the person showed some 
improvement, to furnish a certificate of satisfactory 
service, it was important that he should be given early 
warning of this possibility so that he could take steps 
to improve the service given. This warning, however, 
might not be given. 

The PRESIDENT said. that it seemed to him that there 
was a misapprehension. This was a matter for the 
licensing bodies. All the council had done was to decide 
that the certificate should declare that the service had 
been certified as satisfactory by a consultant or S.H.M.O. 
Only one case had arisen in which the individual had been 
refused a certificate. The B.M.A. wanted the council to 
do something about it. All the council could do was to 
draw the attention of the Ministry of Health to the 
recommendation made—namely, that the bodies con- 
cerned should give notice to a person that he was in 
danger of not getting a certificate. 

Dr. I. D. Grant said that under the present arrange- 
ment it was quite possible for a chief who took a dislike 
to a house-surgeon or house-physician to refuse him a 
certificate. The association felt that these young 
practitioners should not be at the mercy of the particular 
chief under whom they were serving. 

Dr. CLARK said that the Ministry had informed hospital 
authorities that an individual should be told at the 
earliest moment if his service was not satisfactory. 
There had been one case of refusal since the Medical Act 
of 1950 had come into force. He saw no reason for 
setting up elaborate machinery. This was something for 
individuals, not committees, to deal with by discussion. 

Dr. O. C. CARTER complained that there was no appeal 
against an individual’s decision. One could well imagine 
that there might be cases where characters clashed and 
the man did not get on with his chief, although his work 
was satisfactory. Prof. A. P. THomson replied that the 


practitioner could appeal to his licensing body. 
Dr. J. A. Brown asked whether the young doctor was 
“Is not every 


aware of his rights in this respect ? 











wry we 


SS ea 


Oo 


~~ @awa Ss O08 oe CO 


le 


d 


1e 


7 J 





THE LANCET] 


SPECIAL 


intelligent student going to go to his dean for help and 
assurance ?’’ replied Dr. CLARK. 

Mr. R. A. Stoney reported that in Ireland the view 
was taken that if a man was allowed to complete his 
appointment, his service must be satisfactory. 

The PRESIDENT proposed that the correspondence 
should be sent to the Ministry of Health and the Depart- 
ment of Health for Scotland, and Dr. Grant said that 
the B.M.A. would be happy if this step was taken. 
But Dr. CLarK maintained that the Ministry had already 
taken action. He failed to see what more they could 
do and asked for further evidence. The PRESIDENT said 
that the B.M.A. had been asked for further evidence, but 
the Secretary had replied that he was not in a position 
to give it. Dr. CLarK: Then there is nothing we can do 
about it. 

The council agreed nonetheless to refer the corre- 
spondence to the Ministry. 


STANDING ORDERS 


A number of items were set out in the programme to be 
considered in camera; but the PresrpENntT declined to 
take them in camera, saying that he wanted to take as 
much as possible coram publico. On the first such 
item, the revision of standing orders, he commented : 
‘I do not see any reason for taking this in camera.’’ 
The alterations include certain increased fees, such as 
for the alteration in the Register of the name of a 
practitioner, and a recommendation that a person whose 
name has been removed from the Register and not 
restored should not be admitted to the examination for 
any qualification which is registrable in either the 
Medical Register or the Dentists’ Register without 
previous reference to the council. The new standing 
orders will come into operation on Jan. 1. 


ANOMALIES OF THE 1950 acT 


Another item which the President thought should be 
taken in public was a suggestion from the Ministry of 
Health that the Medical Act, 1950, sections 1 and 2 
should be amended in the light of anomalies which had 
arisen. 

A practitioner holcing a medical qualification granted 
overseas who had held a number of hospital posts, and 
who subsequently obtained a registrable qualification 
granted in the British Isles, could not obtain full 
registration until he had rendered satisfactory service for 
twelve months in a resident medical capacity in an 
approved hospital, however extensive his experience 
before passing the examination for his registrable 
qualification. The position was the more anomalous 
because if he had gone to a Commonwealth country 
and obtained the registrable qualification there he could 
submit evidence of his hospital experience and be accepted 
for full registration. 

Another anomaly arose in regard to practitioners who 
qualified in the British Isles before Jan. 1, 1953, but 
did not apply for registration. A woman doctor with a 
Scottish qualification did not register in Britain. After 
practising in South Africa for many years she wanted 
to come back to Britain and be registered. According 
to the Act she had to do her year’s hospital posts. 

The executive committee felt that it was desirable, 
and would be possible if facilities for legislation were 
made available, to mitigate the anomalies. The council 


agreed. 
THE CURRICULUM 


The PRESIDENT announced that the curriculum com- 
mittee, which has circulated draft recommendations for 
revision of the curriculum, will make a final report next 
May, when the whole matter of the future of medical 
education will be discussed by the council. 
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Medical Disciplinary Committee 


The committee began its session on Nov. 28, under 
the chairmanship of the President. 


APPLICATIONS FOR RESTORATION 


Archibald Luke Basham successfully applied for the restora- 
tion of his name to the Register. Mr. G. J. K. Widgery, 
solicitor to the council, said that Dr. Basham’s name was 
erased in 1954 as a result of a conviction for conspiracy to 
defraud an executive council. His previous application for 
restoration a year ago had been refused. 

Mr. Widgery told the committee that the name of Basil 
Arthur Furniss had been erased in 1955 following a conviction 
for abortion. This was the first possible date on which he 
could apply for restoration, it being eleven months since his 
name was erased. Mr. E. B. McLellan, counsel, instructed by 
Messrs. Le Brasseur and Oakley, solicitors to the Medical 
Protection Society, said that it was never suggested that what 
Mr. Furniss had done was part of a regular course of conduct 
or was done for gain. Mr. McLellan read testimonials, 
including one signed by the twenty-four members of the 
Bournemouth local medical committee. The committee did 
not direct the Registrar to restore the name of Basil Arthur 
Furniss. 

Sumatapalage Reginald Gunewardene made his fourth 
application for restoration. Mr. Widgery recalled that Mr. 
Gunewardene’s name had been removed from the Register 
in-June, 1952, following a conviction for manslaughter. He 
had been released from prison on his signed undertaking to 
go to Ceylon and not come back to this country. The Home 
Office had never relieved him of this undertaking, so he was 
under a moral obligation to fulfil it. Mr. R. G. Page, solicitor, 
pointed out that the conviction was six years ago. Was this 
undertaking to last for ever? Sir Claude Corea, High Com- 
missioner for Ceylon, gave evidence that the authorities in 
Ceylon would like it very much if Mr. Gunewardene returned 
to practise in Ceylon. Mr. Page stated that his name could 
not be restored to the Medical Register in Ceylon until it was 
restored in Britain. The committee did not direct the Registrar 
to restore Mr. Gunewardene’s name to the register. 

Also refused was the application of Robert Vivian Storer of 
Melbourne, whose name was erased in 1935 for advertising. 
He had made four previous applications, which had been 
refused. 


The committee restored the name of Arthur Wright Scott 
Webster, wha was represented by Mr. McLellan on the instruc- 
tions of R. A. Young and Pearce, solicitors. Mr. Widgery 
said that his name was erased in July, 1954, following a com- 
plaint of adultery with a married woman patient. 


SATISFACTORY TESTIMONIALS 


John Kelvin, registered as of 1446, Dumbarton Road, 
Glasgow, W.4, L.R.C.P.E. (1925), m.B. Leeds (1926), who had 
had judgment postponed for two years in November, 1955, 
made an interim appearance as then directed. He had been 
found to have been associated with an organisation known as 
Akers’ Hair and Scalp Clinics which had systematically 
procured or sanctioned the publication of reports and adver- 
tisements drawing attention to Dr. Kelvin’s professional skill 
in various United States newspapers, and to have held a press 
conference in Chicago. The President said that Dr. Kelvin’s 
testimonials appeared to be satisfactory. 


CANVASSING ADMITTED 


Clarence James John Silveira, registered as of 34, Hodgkin 
Park Crescent, Benwell, Newcastle upon Tyne, 5, m.B. Durh. 
(1944), was charged with infamous conduct in a professional 
respect in canvassing residents at Fawdon, Newcastle upon 
Tyne, for the purpose of obtaining patients and promoting his 
own professional advantage. Mr. McLellan, instructed by 
Messrs. Le Brasseur and Oakley, solicitors to the Medical 
Protection Society, appeared on behalf of the complainant ; 
and Mr. P. Baylis, solicitor, of Messrs. Hempsons, as solicitors 
to the Medical Defence Union, appeared for Dr. Silveira. 

Mr. Baylis admitted the facts, which the committee there- 
upon found proved to their satisfaction. 

In evidence Dr. Silveira said that it was quite true that on 
the morning of Feb. 8, 1956, he visited the houses of a number 
of persons resident in Fawdon and canvassed these patients. 
Asked what caused him to do this, he replied that last year 
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his father and he opened a branch surgery in a private property 
on the fringe of a new council estate. After a couple of months 
of waiting and waiting, hardly anyone came. He became 
alarmed. Instead of waiting he determined to go round. He 
called on people purely with the intention of introducing 
himself. The last thing he wanted to do was to persuade the 
patients of the complainant or any other local doctor to come 
to him. His surgery was tucked away in a not very prominent 
position, and he was convinced that the reason why patients 
did not come was that they did not really know where it was. 
What he did was done on the spur of the moment. 

Mr. Baylis described his client’s admission as one of the 
frankest put before the committee in such a case. Dr. Silveira 
went round, knocked at doors, asked whether the people 
had changed doctors, said that he was Dr. Silveira, and that 
his surgery was at such-and-such an address and it was just 
round the corner. Not until too late did he realise what a grave 
and disastrous breach of conduct he had committed. Dr. 
Silveira behaved so foolishly on this day that it showed he was 
not acting like a knave. There were a number of testimonials, 
including some from senior general practitioners in the area 
in which he practised. Mr. Baylis asked for leniency for this 
* thoughtless, foolish, and absurd act which he did on the 
spur of the moment and which has placed him in the gravest 
jeopardy.” 

After deliberation in camera the President announced that 
the committee regarded with grave concern the facts proved 
against Dr. Silveira. The facts were abundantly capable of 
supporting a finding of infamous conduct in a professional 
respect. The committee were unable to accept the statements 
made on his behalf as excusing him, but, to give him an 
opportunity of implementing the assurances given, they had 
determined to postpone judgment until their session in 
November, 1957. 

CANVASSING DENIED 


Sarill Sugandham Lazarus, registered as of 660, Queslett 
Road, Great Barr, Birmingham, M.R.c.s. (1950), appeared 
on a charge of infamous conduct in a professional respect 
which alleged that in July, 1955, he canvassed Mrs. Susan 
Annie Mary Vaughan with a view to inducing her and other 
members of her family to become his patients, and that in 
October, 1955, he similarly canvassed Mrs. Marjorie Turner. 
After hearing evidence the committee considered the case 
in camera. The President announced that the committee 
had determined that the facts alleged against Dr. Lazarus 
had not been proved to their satisfaction and they had 
accordingly found him not guilty of infamous conduct in a 
professional respect. 


NAME NOT ERASED 


George Ralph Spencer Jackson, registered as of 1, Penistone 
Road, Sheffield 6, L.m.s.s.a. Lond. (1943), had had judgment 
postponed for one year in November, 1955, following con- 
victions in 1953 and 1955 of being in charge of and of driving 
a motor-car while under the influence of drink. He was 
represented by Mr. Baylis, on behalf of the Medical Defence 
Union. The President announced that in view of satisfactory 
information concerning Dr. Jackson’s conduct the committee 
had determined that the Registrar should not be directed to 
erase his name from the Register. 


INTERIM APPEARANCE 


When judgment against Alexander Winchester St. Clair 
Greig, registered as of 26, Kersland Street, Glasgow, W.2, 
m.B. Glasg. (1935), was postponed for two years in November, 
1955, he was instructed to appear again at the present session. 
There had been convictions for driving a motor-car while 
under the influence of drink in 1937, 1950, and 1955. The 
President announced that the committee had noted the terms 
of the evidence submitted. They would await Dr. Greig’s 
further appearance before them in November, 1957. 

UNDER THE INFLUENCE: ERASURE 

Patrick Laurence Lyons, registered as c/o District Bank 
Ltd., 55, King Street, Manchester, L.a.H. Dubl. (1948), admitted 
convictions at Ystrad magistrates’ court, Glamorgan, on 
Aug. 28 of being in charge of a motor-car when under the 
influence of drink on June 10 and again on Aug. 24. On the 


first charge he had been fined £30 and ordered to pay £8 8s. 
costs and on the second £50 and £8 8s. costs. 
suspended for five years. 


His licence was 


Mr. Widgery said that Dr. Lyons had appeared before the 
committee on two previous occasions. The first was in May, 
1953, following two convictions in respect of driving or being 
in charge of a motor-car when under the influence of drink. 
The committee postponed judgment for a year and at the end 
of that period his name was not erased. The second time 
that he appeared was in November, 1954, after a conviction 
for being drunk and disorderly. Judgment was postponed 
for a year. Last November Dr. Lyons was informed that his 
name would not be erased. There were thus five charges of 
drunkenness since 1951. 

By reason of the convictions, the committee directed the 
Registrar to erase from the Register the name of Patrick 
Laurence Lyons. This decision is subject to appeal within 
twenty-eight days. 

JUDGMENT POSTPONED 


William George Cowan, registered as of 11, Abercorn 
Terrace, Joppa, Edinburgh, m.B. Glasg. (1932), was charged 
with two convictions, which he admitted. The first was at 
the Sheriff Court, Edinburgh, in 1952, when he was fined 
£30 for driving a motor-car when under the influence of 
drink or a drug, with the alternative of ten days’ imprison- 
ment, and his licence was suspended for eighteen months. 
The second was in September last, at the sarhe court, when 
for a similar offence he was find £60, with an alternative of 
thirty days’ imprisonment, and his licence was suspended for 
five years. 

Mr. Widgery said that after the first conviction Dr. Cowan 
was sent warning letter no. 2. The President explained 
that this was a letter sent by the penal cases committee to an 
individual convicted of his first offence warning the individual 
that if it was repeated he might be summoned to appear 
before the committee. 

The disciplinary committee found that the conviction indi- 
cated habits which not only were discreditable to Dr. Cowan 
and his profession, but might well be a potential danger to his 
patients. In order to give him an opportunity of overcoming his 
tendency to drink to excess, they postponed judgment for a 
year. 

SATISFACTORY TESTIMONIALS 


Four convictions involving drink, the earliest in 1931, 
caused the committee in November, 1955, to postpone for 
two years judgment in the case of Joseph White O’Brien, 
registered as c/o H. Winder-Woodhouse, solicitors, 
23, Sun Street, Lancaster, M.B. N.U.1. (1914). He was ordered 
to appear at the present session. Mr. Widgery stated that 
the testimonials appeared to be satisfactory. 

The President announced that the committee had noted 
with satisfaction the terms of the evidence which had been 
submitted in regard to Dr. O’Brien’s habits and conduct. 
They would await his further appearance. 


ERASURE 


George William Franklin, registered as of 79, Harley Street, 
London, W.1, 1.R.c.P.1. (1935), was charged with having 
been convicted in 1954 of three charges of obtaining credit 
without disclosing that he was an undischarged bankrupt, 
when he was fined £15 on each charge, with an alternative of 
one month’s imprisonment on each, to run consecutively, 
four similar cases being taken into consideration ; with being 
convicted at Ealing magistrates’ court on July 19, 1956, 
of stealing a gold brooch and other articles of jewellery valued 
at £35, when he was sentenced to three months’ imprison- 
ment, and of obtaining credit by fraud, for which he was 
sentenced to a month’s imprisonment to run concurrently ; 
and with being convicted at London sessions on Aug. 3, 
1956, of stealing two gold bracelets and other articles valued 
at £5 in respect of which he had been placed on probation 
on Nov..18, 1954, for two years, and for which he was sentenced 
to six months’ imprisonment, consecutive to the sentence 
of three months’ imposed at Ealing. Dr. Franklin was not 
present. 

Mr. Widgery said that Dr. Franklin had been informed 
that he could apply to be present at the hearing. He read 
a letter written by Dr. Franklin in prison. 

After deliberating in camera the committee decided to 
proceed with the case in the absence of the practitioner. 
They found the convictions proved and directed the Registrar 
to erase the name of George William Franklin. This is subject 
to notice of appeal being lodged within twenty-eight days. 
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THE LANCET] 
Conferences and Congresses 


DISEASES OF THE LIVER 
FROM A CORRESPONDENT 


Hepatitis Frontiers 

AN international symposium on hepatitis was held in 
Detroit on Oct. 25-27, under the auspices of the Henry 
Ford Hospital. 

Discussing the geographical pathology of the disease, 
K. R. Hitz and G. Bras (Jamaica) emphasised that 
infective hepatitis was particularly evident in Germany 
and the Mediterranean littoral and that the incidence of 
serum hepatitis was proportional to the sophistication of 
medical practice. Veno-occlusive disease, the disease in 
children with obstruction of minute hepatic venous 
radicles, was encountered not only in Jamaica but also 
in Egypt, India, and South Africa. This disease was 
probably a ‘‘ toxic ’’ one, related to the ingestion of bush 
teas, senecio, or crotolaria. H. F. SmeTana (Washington 
and Delhi) spoke of the diagnostic importance in hepatitis 
of lipofuscin deposits in aggregates of Kupffer cells in the 
liver and the appearance of acidophilic bodies which 
ultimately disappear. He also traced the progression of 
the acute hepatitic lesion to cirrhosis. A. H. BAGGENSTOSS 
(Mayo Clinic) reported that in most children with cirrhosis 
seen at the Mayo Clinic there was a history of jaundice, 
and the liver showed bizarre regenerative nodules of 
variable size. Portal hypertension was related to these 
nodules impinging on veins rather than to the extent of 
hepatic fibrosis. He had found increased numbers of 
dilated and often hypertrophied lymphatic channels in 
the hepatoduodenal ligaments in both acute hepatitis and 
post-hepatitic cirrhosis, but he could not relate these to 
the presence of ascites. 

The elusive agent of acute hepatitis still evades accurate 
identification. I. W. McLEANn (Detroit) described cyto- 
pathogenic effects of infected material on a human 
epithelial-cell line (Detroit 6) grown in human serum. 
Only this cell type and only certain human sera were 
suitable for culture. Positive results were obtained with 
sera from carriers and during the incubation period and 
early convalescence. Serum taken in the icteric and later 
convalescence stages were negative. Unfortunately there 
has been difficulty in repeating these results and they 
could not be confirmed by workers in London, New 
Haven, and Philadelphia. J. Sroxes, jun. (Philadelphia), 
noted that the possibility of infective-hepatitis or serum- 
hepatitis virus passing the placenta to produce neonatal 
hepatitis was not proved. Virus hepatitis in the newborn 
was probably due to a multitude of agents of which one 
was the cytomegalic inclusion virus described by T. H. 
WELLER (Boston). 

J. L. Metnicxk (New Haven) described a remarkable 
outbreak of hepatitis in 1955 in Delhi. This epidemic 
followed floods and the diversion of a river, so that the 
city’s water-supply was heavily contaminated with sewage. 
The risk was realised and chlorination of the water 
increased, but this failed to influence the hepatitis virus 
and, although there was no increase in enteric infections, 
35,000 cases of hepatitis were reported. As in the North 
African epidemic of the late war, officers (45 per 1000) 
suffered more than troops (20 per 1000) and more than 
sweepers (10 per 1000). This may be related to rates of 
previous exposure but it certainly did not suggest that 
the hepatitis virus particularly attacked the mal- 
nourished. P. GrorGy (Philadelphia) believed that there 
was no positive evidence that the resistance to virus 
hepatitis was influenced by malnutrition, although this 
may increase the incidence in under-privileged countries. 

The detection of possible hepatitis carriers among 
blood-donors can be very difficult. S. T. Gipson 
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(Washington) said that if all persons with a history cf 
hepatitis or exposure to it within six months were 
excluded, the transfusion centres would lose 14:6% of 
their donors. R. F. Norris (Philadelphia) had found 
that liver-function tests, especially thymol turbidity and 
serum-transaminase, would often detect blood carriers 
and that hepatomegaly was a common physical sign in 
these carriers. 

R. B. PENNELL (Boston) believed that no plasma- 
protein fraction could be definitely exonerated as free of 
hepatitis virus, although cold-ethanol-prepared gamma- 
globulin was usually harmless. In the hands of H. D. 
ANDERSON (Lansing, Michigan) dried fibrinogen had 
usually proved free of infection. G. ALLEN (Chicago) 
had never seen serum hepatitis in recipients of plasma 
kept in liquid form at 31-6°C for up to six months. This 
method of sterilising blood products cannot, of course, 
be applied to whole blood. Ultraviolet irradiation is not 
a safe method of ridding blood products of the virus, 
although G. A. LoGripro and F. W. Hartman (Detroit) 
found that in combination with beta-propriolactone it 
was usually effective. 


F. WrosBiewski (New York) reported that increased 
serum levels of glutamic - oxaloacetic - aminopherase 
(transaminase) were useful in the early diagnosis of 
hepatitis and that these paralleled the clinical course. 
Serum-glutamic-pyruvic-transaminase was an even more 
sensitive index of liver damage. N. F. MAcLaGAaNn 
(London) discussed the possible presence of an inhibitory 
factor preventing thymol turbidity in serum from patients 
with obstructive jaundice. He showed that the addition 
of mucoprotein, which is known to be increased in the 
serum from some forms of jaundice, would diminish 
thymol turbidity. The Takata-Ara test had been stand- 
ardised and proved strongly positive in patients with 
cirrhosis, although this was of little value in differential 
diagnosis. G. VIOLLIER (Basle) noticed the development 
of an H globulin between the beta and gamma components 
in patients with severe hepatitis, and the serum-albumin 
and beta-globulins were reduced in the severe disease, 
as compared with the mild attack. 

On the basis of observations made on the United States 
forces in Korea, T. C. CHaLMErRsS (Boston) reiterated the 
view that once the patient felt better, strict rest in bed 
was not essential. Other speakers refused to accept this 
view as generally satisfactory for civilian use. Chalmers 
found that high-protein feeding assisted recovery, 
whereas R. Murray (Bethesda) reported adverse effects 
from a 200 g. protein diet given to volunteers contracting 
serum hepatitis from infected plasma. This difference 
might be due to the fact that Murray treated patients 
in the more acute early stages whereas many of Chalmers’s 
patients were seen later in the disease. C. S. Davipson 
(Boston) emphasised that protein was certainly harmful 
in hepatic coma and this was confirmed by 8. SHERLOCK 
(London). Cortisone given in very large doses (1000 mg: 
daily) resulted in recovery in 5 of 10 patients in coma 
due to acute hepatitis treated by H. Duccr (Santiago, 
Chile). Although of possible value in such cases, cortisone 
should not be. given routinely to the average hepatitis 
patient. The relapse-rate was increased, and although 
jaundice was diminished, A. 8S. Evans (Madison) remarked 
that this was mainly ‘‘ a white-washing effect,’ the total 
duration of the disease being unchanged. 

Chronic sequel were discussed at a round-table meet- 
ing at which M. BsOrneBor (Copenhagen) noted the 
increase in post-necrotic cirrhosis in Denmark after the 
hepatitis epidemic of 1942. This increase, however, was 
seen only in women. C. J. Watson (Minneapolis) did 
not believe that a positive thymol test after clinical 
recovery was of significance, but a persistently positive 
cephalin cholesterol test often indicated permanent liver 
damage. Pp 
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Major advances in the field of hepatitis will only be 
made when the causative agent is clearly identified. At 
this meeting views on all its aspects were clouded by the 
uncertainty about the nature of the disease. 


Liver Function 


An international conference on the quantitative des- 
cription of liver function was held at the United States 
Naval Radiological Defense Laboratory in San Francisco 
on Oct. 30—-Nov. 2. 

RoGer Daoust (Montreal and Copenhagen) had esti- 
mated the proportion of various elements in the normal 
rat liver. In every sample used for analysis, note must 
be taken not only of the proportion of parenchymal, 
littoral, bile-duct, and connective-tissue elements, but 
also of the ploidy of the liver-cell nuclei. The majority 
were haploid but a lesser percentage were diploid and a 
very few octoploid nuclei may be found. H. W. 
KostERLITz (Aberdeen) emphasised the importance of 
desoxynucleic-acid phosphorus, which was contained solely 
in the nucleus, as a standard of reference for other sub- 
stances. He believed that liver biopsies, whether aspira- 
tion or surgical, were too small to give reproducible 
results on analysis. R. D. HarKNeEss (London) had found 
that the larger the liver the more connective tissue was 
needed to support it, the liver of the ox containing 
relatively more connective tissue than that of the mouse. 
He speculated that the stimulus to fibrosis in large livers 
might be physical deformation. 

E. L. Dosson (San Francisco) suggested that changes 
in splanchnic blood-flow might have a homeostatic func- 
tion. For instance, when liver blood-flow was increased 
more antidiuretic hormone and aldosterone would be 
metabolised by the liver and consequently less fluid 
retained in the body. R. W. Braver (San Francisco) 
believed that there was pulsatile flow in the liver sinusoids 
and any changes in hepatic blood-flow must be considered 
in terms of different proportions of flow in the hepatic 
artery and portal vein. W. H. H. ANDREws (London) 
and B. G. MarGrarra (Liverpool) gave evidence that the 
bile-ducts might not only carry bile but also have a 
secretory function in respect to bile pigment. This was 
rather contradicted by the observations of V. HANnzon 
(Uppsala) who demonstrated beautifully that, in the rat, 
the fluorescein compound, uranin, given intravenously 
could be demonstrated serially in the sinusoids, the liver 
cells, the bile-canaliculi, and finally in the bile-ducts. At 
no time did the bile-duct epithelium fluoresce. In bile- 
duct obstruction the uranin from the liver cells passed 
directly back into the sinusoids. E. L. Opre (New York), 
measuring the osmotic pressure of liver cells, had noticed 
that alcohol increased the permeability of the liver-cell 
membrane. 

S. BerGstr6Om (Lund) showed cholic, chenodeoxycholic, 
and deoxycholic acids in human bile by chromatography 
following separation of these bile acids. The dihydroxy 
acids were not transferred to the trihydroxy. Conjuga- 
tion with taurine and glycine occurred in the liver and 
splitting to the unconjugated forms was probably effected 
by intestinal bacteria. If antibiotics were given to 
reduce the intestinal flora and so the destruction of bile 
acids, the half-life of both cholesterol and of bile acids 
was doubled. Bergstrém said that 90% of the cholesterol 
produced in the body was used for bile-acid synthesis. 

S$. OLteruD (Uppsala) showed that increasing intra- 
intestinal pressure in rabbits resulted in a fall in portal 
blood-pressure, in bile flow, and in hepatic blood-flow. 
He believed that these changes could be correlated with 
the effects on the liver of paralytic ileus in man. 

K. Scuwarz (Bethesda) described the production of 
dietary necrotic liver degeneration. He could demonstrate 
diminished hepatic oxygen consumption and disturbed 
oxidative phosphorylation in vitro before histological 
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changes could be seen in the liver. It is clear that 
changes in hepatic histology reflect only crudely changes 
in function. 

S. SHERLOCK reported the effect of a large portal- 
systemic collateral circulation in man. This might 
develop naturally in patients with cirrhosis or be con- 
structed surgically for the relief of portal hypertension. 
Portal blood-pressure was normal and some patients 
showed neuropsychiatric changes resembling hepatic 
coma. These symptoms could be relieved by reducing 
the dietary protein and giving the antibiotic, neomycin. 

R. Scumip (Bethesda) had confirmed the findings of 
B. H. Brruryc and G. H. Latue in Britain that 
‘* direct-reacting ’’ water-soluble bilirubin in jaundiced 
serum and urine and in normal bile was bilirubin 
glucuronide, whereas the “ indirect-reacting ’’ bilirubin 
of jaundiced serum was free bilirubin. In obstructive 
jaundice glucuronic-acid-conjugated bilirubin gained 
access to the blood where it was detectable as ‘‘ direct- 
reacting bilirubin.’’ Electrophoretically, both bilirubin 
fractions, the free (indirect) and conjugated (direct), 
migrated with the serum-albumin. In jaundiced urine 
only conjugated bilirubin could be detected. In patients 
with congenital non-hemolytic jaundice, the main defect 
seemed to be a greatly reduced ability of the liver to 
conjugate bilirubin and other compounds with glucuronic 
acid. 


American Association for the Study of the Liver 

This association’s annual meeting was held in Chicago 
on Nov. 8. 

In a symposium on endocrines in liver disease, HAROLD 
Brown (Salt Lake City) described impaired tolerance to 
the adrenal steroid, compound F, in patients with liver 
disease. After an intravenous dose, blood-levels remained 
higher than normal and less metabolites of cortisone were 
excreted in the urine. This was not due to defective 
conjugation with glucuronic acid but to defective con- 
version of compound F to tetrahydrocortisone. A. G. 
BEaRN (New York City) described exacerbations of 
jaundice in some young women with cirrhosis who had 
been given cestrogens. A similar effect was noted during 
menstruation. W. B. BEAN (Iowa City) discussed vascular 
spiders in liver disease ; he had noticed small numbers 
in 10-20% of normal people. Their relation to cestrogen 
excess in liver disease was discussed, but R. M. Kark 
(Chicago) pointed out that therapeutic cestrogen did not 
produce them. Serotonin was probably removed by the 
liver and did dilate the skin blood-vessels. Dr. Bean, 
however, had not found increased serotonin breakdown 
products in the urine of patients with cirrhosis and these 
products could not be correlated with the incidence of 
vascular spiders. G. A. Martin1t (Hamburg) thought 
that vascular spiders were related to the increased peri- 
pheral blood-flow in cirrhotic patients. Their site in the 
distribution of the superior vena cava was related to 
exposure to sunlight ; a nudist, for instance, had vascular 
spiders all over his body. L. Scurrr (Cincinnati) had 
treated a patient with cirrhosis and intractable ascites by 
bilateral adrenalectomy. Urinary aldosterone fell from 
high levels to zero and there was a sodium diuresis. 

J. B. Carey (Minneapolis) noted increased blood bile- 
acid levels in obstructive jaundice and in hepatitis. In 
obstructive jaundice, the increase was mainly in the trihy- 
droxy acid (cholic acid). In hepatitis the dihydroxy acids 
(chenodeoxycholic and deoxycholic acids) exceeded 
the trihydroxy acids, and steadily increasing blood 
dihydroxy bile acids indicated severe liver disease and a 
bad prognosis. All the patients with pruritus had 
high blood bile-acid levels. K. Heniey (Ann Arbor) 
found that alcohol increased the transaminase content 
of the isolated rat liver. S. J. Wotre and W. H. J. 
SuUMMERSKILL (Boston) fed half a pint of spirits daily to 
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seven alcoholic patients with decompensated cirrhosis. 
Appetite improved, weight increased, liver-function tests 
improved, and nitrogen balance was uninfluenced. 
A second liver biopsy in one patient showed histological 
improvement. 

In the first Searle lecture, B. 8. SeEPULVEDA (Mexico 
City) discussed primary malnutrition in Mexico. He did 
not believe that cirrhosis followed fatty change in the 
liver unless there was an additional factor such as 
alcoholism or virus hepatitis. 


Public Health 


Social Conditions and Tuberculosis 


TUBERCULOSIS has long been recognised as a “ social ”’ 
disease, yet we still know very little about the precise 
influence of individual environmental and economic 
factors on the extent and the spread of this disease in 
any community. 

in the pioneer study by d’Arcy Hart and Payling 
Wright,'! mortality from respiratory tuberculosis in 
different parts of England was related statistically to such 
social conditions as housing, migration, occupation, and 
poverty. The technique used was to calculate coefficients 
of partial correlation between tuberculosis mortality and 
single social factors in turn, keeping the other known 
measured factors constant. The geographical areas con- 
cerned were comparatively large aggregations of boroughs 
and county boroughs in England and Wales. The results 
confirmed, in statistical terms, conclusions which had 
been assumed for generations from common observation 
—that poverty, crowding, and inadequate nutrition are 
conducive to high phthisis mortality-rates, particularly 
in young adults. 

It is clear that detailed studies of this kind could 
usefully cover small areas, such as the parishes of 
individual cities, so that variations in single. social factors 
can be measured with more precision, and that they apply 
more closely to identifiable population groups. Benjamin ? 
examined the social conditions associated with various 
aspects of tuberculosis in each of the 29 boroughs in the 
county of London. Lower social class, crowded house- 
holds, high unemployment-rates, low average weights of 
school-children, and occupations known to bear high 
tuberculosis mortality-rates—all showed a statistically 
significant association with a high mortality from tubercu- 
losis in the borough. But none of these factors existed 
independently of the others. It was hardly surprising to 
find, for example, that low social class is closely connected 
with bad housing, deficient nutrition, and hazardous 
occupations. 

The correlation between social factors and morbidity 
was much less striking, and this variation is still largely 
unexplained. The very considerable fall in mortality- 
rates in the past five years has made studies of their 
relation to social conditions less urgent, but the connec- 
tion between controllable environmental conditions and 
morbidity becomes correspondingly more important. In 
the United States Lowell,*® of the New York Tuberculosis 
and Health Association, has prepared a detailed report 
on the relation between certain socio-economic indices 
and tuberculosis prevalence in the years 1949-54 for each 
of the 346 health areas of the 5 boroughs in New York 
City. He comments on the present inadequacy of 
death-rates as indices of community health and the need 
to replace them by measures of the causes of sickness. 
He admits that measures of social and economic environ- 
ment do not always by themselves reflect tuberculosis 
prevalence in a community. The interrelated factors 
are complex and difficult to interpret. 

New York City, with a population of over 8 million, of 
whom 10% are coloured, is the largest urban community in 
the United States. Its five boroughs (Brooklyn, Manhattan, 


1. Hart, P. d’A., Wright, G. P. 
in England. London, 1939. 

2. Benjamin, B. Brit. J. Tuberc. 1953, 47, 4. 

3. Lowell, A. M. Socio-economic Conditions and Tuberculosis 
Prevalence in New York City. New York Tuberculosis and 
Health Association, 1956. 
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Queens, Bronx, and ‘Ridveends have wapibeie varying 
from 200,000 to 2*/, million. There are more women than 
men in both white and non-white groups. There are 29,000 
cases of tuberculosis known in the city, and 8000 new active 
cases are reported each year. The rates for New York City 
are the highest in New York State. 


Lowell compares the “total annual tuberculosis 
prevalence-rate ’’ (which he computes as a yearly average 
of the number of known active cases in the previous 
three years) and the number of new cases reported during 
the year, with family income, dilapidated and crowded 
housing, unemployment, juvenile delinquency, and the 
proportion of non-white population. Manhattan with 
the highest average prevalence-rate (6.6 per 1000 popula- 
tion) among the five boroughs has also the highest 
mg (27%) of non-whites, defective (18%) and 
crowded (6%) houses, unemployed (8%), and juvenile 
delinquents (35 per 1000 aged 5 to 20), as well as the 
lowest average family income ($3073 in 1949). Richmond, 
with the smallest population, also has the lowest pro- 
portion (4%) of non-whites and the lowest average 
tuberculosis prevalence-rate (2:2 per 1000 population) ; 
but it does not have the lowest unemployment nor 
juvenile delinquency rates, and its 9% of dilapidated 
dwellings is the second highest proportion in New 
York City. 

Such measures as poverty and crowding are unexcep- 
tionable parameters in tuberculosis calculations; but 
the proportions of Negroes and Puerto Ricans in the 
local populations, the level of unemployment, and the 
amount of juvenile delinquency simply reflect to some 
extent the poverty already measured. The higher the 
proportion of middle-aged men in any large community, 
the -higher will be the local tuberculosis mortality and 
morbidity rates, but there is no correlation in the report 
between the morbidity figures and the age and sex 
distribution of the population in each area. The report 
does not mention what specialist medical care was 
available and what was provided in the way of X-ray and 
health-education services in each area, though these are 
bound to.have important influences on the accuracy of 
the morbidity figures. There is also no reference to 
tuberculin-sensitivity in children and adolescents, though 
this is probably the most reliable of all measures of 
infection in any community. 

It comes as a surprise to read that, in 1950, 10% of 
New York City’s 2'/, million dwellings were ‘‘ dilapidated 
or without, adequate plumbing ”’ and that 27% of the 
white population had an annual income of over $3500. 
Lowell estimates that '/, million new houses are needed 
to bring New York City’s housing up to minimum 
acceptable standards and to provide adequately for the 
aged. One most interesting observation refers to a 
rehousing estate of 2300 dwellings where there was not 
a single new case of tuberculosis in 1953, while in 
surrounding areas there were 3 cases per 1000 population. 


Infectious Diseases in England and Wales 


Week ended November 





Disease 
3 10 ay. | ae 

Diphthe ria 6 is + 4 il 7 2 
Dysentery o« o's os on 458 425 581 596 
Encephalitis : 

Infective A - vs es 14 7 5 4 

Post-infectious ae wie 1 2 5 1 
Food-poisoning - - 221 252 212 228 
Measles, excluding rube Ha a .. 3089 | 3094 | 3492 | 4054 
Me ningococcal infection is ee 27 40 20 25 
Ophbthalmia neonatorum ha ae 22 22 22 36 
Paratyphoid fever ; bs 16 y 5 5 
Pneumonia, primary or influenzal .. 322 285 362 382 
Poliomyelitis : | 

Paralytic . :4 - es 68 72 60 50 

Non- -paralytic. os - ia 67 49 35 25 
Puerperal] pyrexia ik - oa 208 213 | 229 199 
Searlet fever .. ae < aa 574 643 696 815 
Smallpox és ‘ie os oe o* ae 4 
Tuberculosis : 

Respiratory . eo fie 619 ae | 639 600 

Meninges and C.N.S. os ae 7 6 14 

Other. * . os - 85 6 59 | 58 
Typhoid feve EF oa es ae 4 2 3 
W hooping-cough as - > | 1839 1823 2089 | 2027 


* Not including late returns. 
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WHEN icicles hang by the wall, the Emergency Bed 
Service, as Dr. Abercrombie lately pointed out (Nov. 
17), gets down to the task of placing the 1001 
pneumonias, heart-failures, and hemiplegias that make up 
the winter headache of G.P.s and hospital admission 
officers. As a topic for grousing in the residents’ mess 
the use and abuse of this valuable service is only rivalled 
by hospital catering. Often the abuse is more apparent 
than real, though it is inevitable that the hospital doctor 
landed with a long-stay case in a full ward should look 
with a jaundiced eye on a diagnostic error made by 
a weary G.P. in the middle of the night. Sometimes 
he has a genuine grievance—that old and incoherent 
patient, for instance, who arrived with only a small 
printed note: ‘‘ Dear Dr., Please admit—illegible— 
suffering from—illegible—With thanks—illegible.”’ 

The houseman who has some empty beds but who is 
fearful of the consultant’s wrath may not always realise 
the full implications of refusing a case—the hours of 
waiting, the delay in treatment, the long journey, and 
the daily mournful pilgrimage of relatives from one end 
of the city to the other. A hemiplegic with bedsores 
probably needs our help more than a young man with 
pneumonia, and is a greater challenge to our therapeutic 
resources. 

Fortunate districts with enough beds sometimes suspect 
others less happily placed of admitting only “ interest- 
ing” cases, and pulling fast ones via the E.B.S. with 
the others. Unfortunately this has been known to 
happen; but the possible failure of one hospital to 
recognise its duty does not excuse others. The Good 
Samaritan took a case from outside his area. 

* * * 


The chairman and directors of a famous infant-food 
company gave a family party today to celebrate the 
21st birthday of the Miles (St. Neots) Quads. The Good 
(Bristol), Taylor (Edmonton), and Coles (Westminster) 
quads were also present. By some blunder I and several 
score newsmen, too, had been invited. I arrived three- 
quarters of an hour late, hungry. I could not see any 
quads—only the backs of a phalanx of photographers 
whose spears of light focused on a locus invisible to the 
casual guest. Thankfully I devoted myself to smoked 
salmon, cold tongue, and whisky-and-soda. Topped 
up with lobster patty, I turned to view the spectacle. 
Someone was making a speech in which he told us that 
all 16 quads had been reared on his firm’s infant food 

-not that he intended to advertise on an occasion like 
this. He said that two of the Miles were already engaged 
and he hoped this was a step on the way to their 
producing more quads. One of the Miles boys replied 
charmingly. In the buzz of conversation and whirr 
of more cameras I heard one word in four. An elegant 
reporter abandoned her chicken bone and asked me 
‘Did your hear what he said ?”’ ‘ He said he was glad 
to thank those who had helped him when he was helpless.”’ 
She scribbled a line in shorthand and returned to the 
trough. Almost everyone made speeches then, except 
the busy photographers and the hungry journalists. 
All the quads and their parents were given presents. The 
pediatrician who felt responsible for one set said: 
** You see the one with the pony tail? Eight minutes’ 
apnoea. ... I sweated blood.” It was time for me to see 
a patient. I sidled out and reached the door, where one 
young man was saying earnestly to another, ‘‘ No, no, 
my dear fellow, there’s quids in quads.” 

a 


‘* Pediatrician ’’ being a word which can boast neither 
age nor beauty, it is no wonder that anyone who labours 
in that field must submit to being described as a child 
specialist. SSome may remain happily oblivious to the 
double meaning but I cannot. I am still pestered, when- 
ever I hear the term, by the fleeting mental picture of 
a juvenile prodigy, a precocious physician in gig-lamps 
and short trousers. ‘‘ Baby Doctor,’ the title proudly 
chosen for his autobiography by a famous American 
pediatrician, is clearly an earlier stage of the process, 
while ‘“ neonatal registrar ’’ sounds like the first phase 


of development. I am not-sure that it is. There may be 
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one stage even more primitive. From time to time our 
obstetric colleagues ask us to discuss the welfare of some 
unborn babe, an exercise in antenatal pediatrics usually 
concerned with the best time for induction of labour. 
Now, that wouldn’t be the same thing, would it, as what 
we read about in letters on the registrar problem—an 
‘“embryo consultant ”’ ? 
* * * 

It was probably a G.P., who once said ‘‘ Clothes are the 
greatest hindrance to Diagnosis.’’ Unveiling the target- 
areas in a series of waddling clothes-horses, each swathed 
in more layers than an onion, is exasperating work, 
necessitating much blunt dissection of tissue-layers 
under a harassing fire of buttons, safety-pins, and bits 
of wire. These get into the vacuum cleaner, whose 
choking scream is followed by silence and an expensive 
smell of burnt rubber. 

Yet haste is fatal: I was once so maddened by the 
retarded fumblings of a citizen who had hands like feet 
that I plunged my hand into his bosom as one who empties 
a laundry-basket in a hurry, and attempted to heave 
out a layer of ‘ Thermogene.’ Unluckily it was not 
thermogene but the patient himself, who when stripped 
must have resembled something out of the Red Dawn 
of History. “ 

More helpful is my patient who cuts large holes in 
each layer of his undergarments, which in warm weather 
he simply rotates so that the holes are superimposed 
and provide ventilation upon a_ sleeve-valve basis. 
This facilitates the introduction of a stethoscope, but 
usually only to some uncommunicative portion of the 
patient. It is difficult to hear heart-sounds over the 
right iliac crest; we may ‘“‘ have changed all that ’’— 
but not all that much. 

In general, the most profitable method of approach 
is a steady burrowing into the owner’s garniture until 
an adit or side-shaft has been cleared. Along this a 
lightning straight-left drives home the stethoscope the 
full length of one’s arm. It should eventually collide 
with the patient, who ought to be occupying an axial 
position and acting as an armature for the entire com- 
position. If either he, or your arm, are off-centre, you 
will miss him, when the stethoscope will emit a distant 
twanging note like somebody playing a jew’s harp at 
the other end of the Mersey Tunnel. This is caused by 
your near-miss vibrating his back-braces, and provides a 
useful navigational aid because further pressure in this 
direction is useless and can only cause one’s arm suddenly 
to project from beneath his shirt, &c., having apparently 
been driven through the small of his back. This may 
distress the onlookers, and one is therefore advised to 
adopt the more refined technique of groping around 
until one touches something alive. 

Even then you’ve got to be careful; Ananias tells me 
of a colleague who felt his whole arm go through into a 
hollow space in which he was unable to detect any patient 
at all. Suddenly he felt his wrist grasped by a hand 
with long nails—Christmas turkeys should not be worn 
next to the skin. 

* * * 

In this world of uniformity, regulation, and standard- 
isation the withdrawal of R.H.B.(53)76/H.M.c.(53)71 will 
come as a relief to many serious-minded ablutionists who 
rightly regard the temperature of bath water as a matter 
for delicate and personal adjustment. By means of 
H.M.56/99 the harsh official limit of 90-98°F for patients’ 
baths has now been rescinded; and henceforward the 
heat of the water is to be “ at the discretion of individual 
hospital management committees,’ who will naturally 
wish to reach their decisions “‘ in consultation with the 
medical superintendent and senior nursing officers.”’ It 
is pleasant to think of these intimate (if rather cramped) 
gatherings, on chilly winter afternoons, bin hospital 
bathrooms up and down the regions. 

* * . 
Tell me not in mournful numbers 
That the roof has sprung a leak. 
That the cistern needs the plumbers 
And the lav’s a fractious freak. 
Draughts of both kinds, o’er and under 
Balance with distressing ease 
We'll just hope there’s no more thunder 
Hope that fate won’t send a freeze. 
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ANTENATAL RADIOLOGICAL EXAMINATIONS» 

Srr,—Until the publication of a preliminary com- 
munication, entitled Malignant Disease in Childhood and 
Diagnostic Irradiation in Utero, by Dr. Alice Stewart 
and’ her colleagues (Sept. 1) there was no clinical or 
statistical evidence that reasonable diagnostic ante- 
natal radiological procedures had had any harmful 
effect. The publication of this report, following closely 
on the M.R.C. report The Hazards to Man of Nuclear 
and Allied Radiations, has given rise to much uneasiness 
amongst obstetricians, radiologists, and, indeed, expectant 
mothers. 

The broad and sweeping condemnation of antenatal 
radiology is without justification: the very slight 
apparent risks of this procedure (as yet unproven) 
must be weighed against the considerable advantages 
afforded in practice by the information gained from 
radiological examination—in the assessment of cephalo- 
pelvic disproportion, the recognition of foetal abnormal- 
ities, the precise demonstration of foetal position, and 
the recognition of placenta previa. There is no reason- 
able doubt that the contribution of radiology, and 
the increasing acceptance of radiological help by obste- 
tricians in the past 25 years, has been a significant factor 
in the lessening of infantile mortality and morbidity. 
We have always been opposed to the routine radiological 
pelvimetric examination in primigravide, arguing and 
teaching that there should be a definite clinical reason 
for referring a patient for this examination. This critical 
reference of patients after clinical examination must now 
be doubly stressed, and it also behoves radiologists to 
take all possible measures to secure the maximum 
information with the minimum radiation exposure to the 
foetus. 

Antenatal radiological examination has much to 
offer, and sweeping condemnation of its use because of a 
possible slight risk to the foetus might well lead to an 
increase in infantile mortality. 

Before any method of examination in medicine is 
condemned, it is clearly wise and desirable to consider 
the advantages it offers and the loss resulting from its 
abandonment. 

Rowan WILLIAMS 


2n Charlotte’s Hospital, 
Ques & “we HuMPHREY ARTHURE. 


London, W.6. 
PREVENTING CHLORPROMAZINE JAUNDICE 
Srr,—When patients are treated for a long period with 

chlorpromazine a small proportion of them develop 
jaundice. The incidence is difficult to estimate, because 
some reports do not mention the teta] number of patients 
treated, while in other series the total is small. Com- 
bining nine published series (1~*) we find an average 
incidence of 2-7%. 

When the liver of these jaundiced patients has been 
examined by biopsy, the main histological feature noticed 
has been plugging of the canaliculi by inspissated bile. 
A disturbance in the hydration of the bile at the level 
of the small ducts has been assumed to be the cause.!° 
It occurred to us that the increased viscosity of the bile, 
and therefore the jaundice, might be prevented by making 
the patients drink more. 

In this hospital 363 patients with various mental 
disorders were treated with chlorpromazine between 
Azima, H., Ogle, W. Canad. med. Ass. J. poss. 71, 116. 
Charatan, F. B.'E. J. ment. Sci. 1954, 100, 

Elkes, J., Elkes, C. Brit. med. J. 1954, ii, 560. 

. Garmany, G., May, A. R., Folkson, A. Jbid, 439. 
Lehmann, H. E., Hanrahan, G. E. Arch. pote Psychiat., 
Chicago, 1954, 71, 227. 

. Winkleman, J. W. jun. J. Amer. med. Ass. 1954, 155, 18 

. Lomas, J., Boardman, R. H., Markowe, ie. Lancet, 1955, i, 1144. 
. Pollack, B. Psychiat. Quart. ae 29, 

. Zeller, W. W., Graffagnino, P. ;cntien, C. F., Rietman, H. J. 


J. Amer. med. Ass. 1956, 160, 
10. Hodges, H. H., La Zerte, G. o. Via, 1955, 158, 114. 
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May, 1954, and on. 1955, inclesinn-endee Some totalling 
200 mg. daily by injection, or 300 mg. daily by mouth, 
nearly always for several weeks. In this period we 
had 16 (4-4%) cases of jaundice, most of them mild. In 
all of them biochemical] tests of liver function pointed to 
an obstructive type of jaundice. 

In June, 1955, we began a régime by which all patients 
taking chlorpromazine had 2-2 litres of sweetened tea 
(containing up to 75 g. of sugar) daily in addition to 
their normal diet. A few could not be induced to take 
the extra fluid: but most of them did so, and some took 
even more. Of 515 patients treated with chlorpromazine 
since then, only 4 have developed jaundice, and 2 of these 
had refused to take the extra fluid. 

The two series are comparable as regards the type of 
patient treated, the period of time covered, the indica- 
tions for treatment, and the dose of chlorpromazine given. 
We believe that the extra fluids were responsible for the 
lower incidence of jaundice in the second series. It is 
noteworthy that in previous reported series the highest 
incidence of jaundice (nearly 10%) was in women with 
hyperemesis gravidarum," in whom dehydration would 
be expected. 

Increase in fluid intake might be useful as a means of 
preventing other forms of cholostatic jaundice. 


Department of Medicine A 
, and Talbieh Psychiatric Hospital, 


F. DreyFvuss 
Hebrew University -Hadassah H. KLeIn 
Medical School, 


Jerusalem, Israel. H. Z. WINNIK. 


FATS AND DISEASE 


Str,—Our own investigations have dealt chiefly with 
the effects of diet on serum-lipoproteins. We have found 
that the serum content of particular classes of lipoprotein 
molecules varies with the composition of the diet. It is 
affected not only by the quantity and quality of fat 
consumed but also by the proportion of carbohydrate. 

Because of this differential response, we have doubted 
whether changes in the serum-cholesterol are an adequate 
index of changes in the serum-lipid. This doubt has 
been justified by our chemical studies, which showed 
that the various classes of lipoprotein molecules contain 
different proportions of cholesterol. Thus one class, the 
S; 0-20, eontains about 34% cholesterol, and is the 
chief bearer of serum-cholesterol in normal people. 
Another, the 8; 20-400 class, contains only about 13% 
cholesterol] but much triglyceride, and is closely related 
to the chylomicrons (i.e., lipoproteins with flotation-rates 
higher than §; 400). This means that, as a result of a 
particular diet, the change in the serum content of 
cholesterol may be small, yet the actual change in content 
of some lipoprotein class (e.g., the S; 20-400) may be 
quite large. From such studies we have established that 
the net change in the serum-cholesterol caused by altera- 
tions of diet depends wholly on the effect of such 
alterations on the various lipoprotein classes. 

We should like to summarise some of our findings. 

In our first experiment five normal men, of ages 
ranging from 20 to 49, were studied while they took a 
controlled diet. Throughout the experiment the yield 
of calories from the diet was roughly constant, with a 
daily average of 2070 supplied in hospital during the day 
and 270 taken at home in the form of a low-fat breakfast. 
The number of calories yielded by protein was also 
roughly constant, at 15-19% of the total. The diet was 
nutritionally adequate and consisted of well-rounded 
cooked or prepared meals. None of the subjects changed 
much in weight after they were stabilised on the diet. 

The experiment was divided into three periods. In 
period 1 the diet contained little fat. In period 1 a much 
larger proportion of fat was taken, 85% of it being of 
vegetable origin, especially a non-hydrogenated cotton- 
seed oil. In period m1 the proportion of fat remained 


11. Hall, R. E. Amer. J. Obstet. Gynec. 1956, 71, 285. 





1212 


THE LANCET] 


about the same as in period 1, but most of it came from 
animal sources (e.g., 7 eggs a day, meat, and dairy 
products). 


Average percentage of 
total calories 


Duration Main source 








Period (weeks) of fat 
Fat Carbohydrate 
I 24 8 73 Mixed 
II 10'/, 43 42 Non-hydrogenated 
cottonseed oil 
111 11 45 39 Meat, eggs, milk 


The mean level of the S; 0-20 lipoprotein class in 
period 11 was 36% higher than in period 1 and 39% 
higher than in period 11; but there were no significant 
differences in S; 0-20 lipoprotein content of the serum 
between periods 1 and 1m. Thus the period high in animal 
fat produced a significantly high serum content of 
8, 0-20 lipoproteins ; but the vegetable fat was not seen 
to have any specific lowering effect, since the lipoprotein 
level was about the same in periods 1 and 11. We con- 
clude that the lower S, 0-20 lipoprotein levels noted in 
these periods were due to removal of animal fat from 
the diet. 

In all five subjects we found higher levels of 8, 20-400 
lipoproteins in period 1 (when the proportion of carbo- 
hydrate in the diet was high) than in period or II; 
in three the differences were highly significant. There 
was little difference between periods 1 and m1. 

In our second experiment, on a different group of 
subjects, the diet was similar to that of period 1 except 
that the carbohydrate content was reduced till the diet 
yielded only 1000 calories a day. There was a considerable 
loss of weight and a significant fall in all lipoprotein 
classes studied, including the 8, 20-400 class. We con- 
cluded that in the first experiment the high carbohydrate, 
rather than the low fat intake, was responsible for the 
increased levels of S; 20-400 lipoproteins. The data of 
Hatch et al.t support this. 

These observations prompt the following comments : 


(a) Changes in the serum-cholesterol are not an 
adequate index of the changes that occur in lipoprotein 
and lipid content of the serum during controlled dietary 
alterations. 

(6) Our present findings indicate that the S,; 0-20 lipo- 
protein content of the serum can be lowered by reducing 
the amount of animal fat in the diet. They do not 
indicate that such vegetable fat as non-hydrogenated 
cottonseed oil has any specific lowering action on the 
serum content of this class of lipoproteins. 

(c) Increased carbohydrate consumption can in some 
people raise the levels of S, 20--400 lipoproteins. This 
class seems to be uninfluenced by the origin of the 
fat consumed. 

(d) The risk of coronary-artery disease is intimately 
related to both classes of lipoproteins discussed, and to 
establish the risk of such disease both classes must 
be evaluated. Preoeccupation with the cholesterol 
measurement alone can lead to serious misinterpretation, 
in view of the proven molecular importance of the 
S; 0-20 and 8S, 20-400 serum-lipoproteins in health and 
disease. 

A. V. NICHOLS 
J. W. GOPMAN 


Donner Laboratory, , 
VIRGINIA DOBBIN. 


University of California. 

Str,—We have followed with great interest the corres- 
pondence arising from your leading article of April 28. 
For nearly two years now, we have been investigating 
the problem of diet and atherosclerosis from the clinical, 
epidemiological, and experimental angles. The results so 
far obtained may interest those engaged in similar 
investigations. 
1. sw F, T., Abell, L. L., Kendall, F. E. Amer. J. Med. 1955, 

48. 
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We have carried out serum-cholesterol estimations in 
447 healthy men belonging to different socio-economic 
groups in India. Those in the low socio-economic group 
were manual labourers, and those in the high socio- 
economic group were medical men, officials, and well- 
to-do businessmen. In the Defence Forces a comparison 
was made between officers and other ranks. The results, 
shown in the accompanying table, reveal that : 

(1) The values for serum-cholesterol, especially among the 
poorer people, are considerably lower than those reported for 
European and American populations. 

(2) In all groups they tend to increase from the 20th to 
about the 35th year. 

(3) After about the 35th year, the poorer people have a 
stationary or declining serum-cholesterol, but in the well-to-do 
the level tends to rise progressively with age. 


The differences in serum-cholesterol patterns could not 
be wholly explained by differences in the amount of fat 


SERUM-CHOLESTEROL LEVELS (KENDALL) IN DIFFERENT SOCIO- 
ECONOMIC GROUPS 


Ae re We Serun-cholesterol 
Dietary intake (mg. per 100 ml.) 


Socio-economic 


group 

Cal- oe Fats Age Age Age 

ories (g.) (g.) 20-29 30-39 40-49 

Low... .. 2000-30-50 10-30 121-0 140-6 | 126-3 
2500 (3-3) (4-9) (4-0) 

High . 2500— 70-100 85-120 132-0 151°8 169-9 
3000 (7-4) (5-5) (9-0) 

Officers of Defence 2800— 90-100 90-120 154°5 175-6 201-2 
Forces 3500 (3-9) (5:5) (6-3) 
Other ranks of the 3000-— 90-100 90-120 143-3 148-4 144-2 
Defence Forces 3500 (5-1) | (11-0) (9-9) 


Figures in parentheses indicate standard error. 


consumed. There were no doubt marked differences in 
the fat intake as between the subjects of the high socio- 
economic group and the officers of the Defence Forces, 
on the one hand, and the subjects of the low socio- 
economic group on the other. Apart from quantitative 
differences in fat intake, the fat in the diet of subjects 
of the low socio-economic group was mostly derived from 
sesame (gingelly) oil, which is known to contain 40% 
linoleic acid. The fat in the diet of the other groups 
(including the men of the other ranks of the Defence 
Forces) was derived mostly from hydrogenated vegetable 
fat and animal fat—roughly in the ratio of 2:1. 
The serum-cholesterol pattern of the other ranks 
resembled that of the low socio-economic group, 
though their diets supplied at least as much fat, 
protein, and calories as was consumed by the high socio- 
economic group and the officers. For this we believe 
that exercise may be the explanation. The manual 
labourers had to engage in strenuous physical exertion, 

and the other 
» ranks of the 
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Fig. |—Serum-cholestero! levels in volunteers 
maintained on diets providing fats as hydro- 
genated vegetable oil or gingelly (sesame) oil. 
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providing fat as butter, hydrogenated vegetable oil, or gingelly 
(sesame) oil. 


group appeared to correspond to the reported incidence 
of coronary-artery disease in that group. In the part of the 
population corresponding to our low socio-economic group, 
about 13% of heart-disease is of coronary origin, whereas 
in the part of the population corresponding to our high 
socio-economic group the proportion is over 40%. 
Among officers of the Defence Forces the incidence of 
coronary-artery disease was found to be 23 times higher 
than among other ranks. 

We have also investigated the effects of different 
factors on serum-cholesterol levels in volunteers and 
in monkeys. Two groups of 4 volunteers, of sin.ilar 
age composition, were maintained for two months on 
dicts supplying adequate calories and nutrients and pro- 
viding 100 g. of fat ; but one group got its fat as hydro- 
genated vegetable fat while the other got it as sesame oil. 
Previous investigations had shown that the content of 
essential fatty acids was roughly eight times higher in 
sesame oil than in the hydrogenated fat. Similarly 
three groups of 4 monkeys, of similar age composition, 
were maintained for periods ranging from two and a half 
to five months on diets supplying identical amounts of 
calories and other nutrients and providing 56% of the 
calories as fat in the form of (1) butter, (2) hydrogenated 
vegetable fat, or (3) sesame oil. The results shown in 
figs. 1 and 2 seem to support the view that the type of 
fat in the diet has an important relation to the serum- 
cholesterol. The difference between hydrogenated 
vegetable fat and sesame oil was perhaps less striking in 
the human subjects because those chosen were below 
40 years of age, because the level of fat in the diet was 
lower than for the monkeys, and because the factor of 
physical exertion could not be controlled as in the 
monkeys. 

Like Professor Brock and his colleagues, however, we 
have seen considerable fluctuations in the serum-choles- 
terol levels of normal subjects even on constant diets. 
This finding clearly imposes caution in the interpretation 
of results of studies on small groups of people over short 
periods. 


Nutrition Research 
Laboratories, Coonoor, 
South India. 


SUBMUCOUS TELANGIECTASIS OF THE COLON 


Srmr,—Mr. Rutter (Nov. 24) is to be congratulated 
on his final success in dealing with his interesting case 
of this disorder. I discussed some of the problems arising 
in this type of case in 1953.2. I believe that the lesion 
described by Mr. Rutter may be part of a syndrome of 
generalised vascular dysplasia. 

In his case gross splenic enlargement was encountered at 
the second operation, and splenic enlargement is often found 
in these syndromes of generalised vascular weakness. The 


C. GOPALAN 
K. 8S. RAMANATHAN. 


1. Bronte-Stewart, B., Antonis, A., Eales, L., Brock, J. F. Lancet, 
1956, i, 521. 
2. Brit, J. Surg. 1953, 40, 409. 
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patient is still young and some of the manifestations encoun- 
tered in the Osler-Rendu syndrome—skin lesions, nodular 
lesions in the buccal mucosa, or other visceral involvement— 
may yet come to light. 

It would be interesting to know, in connection with this 
patient, whether there is any family history of epistaxis, 
nodular or telangiectatic skin lesions, or unexplained hema- 
temesis or melena. While the family history is by no means 
always positive, it is an important pointer in some cases. 


Mr. Rutter comments on the infrequency of histological 
evidence of such vascular malformations in reported 
cases. I refer in my paper to a case in which an extensive 
diffuse vascular lesion of the stomach was blatantly 
obvious before gastrectomy was performed but in the 
excised specimen nothing abnormal could be demon- 
strated despite the most careful histological section. 
The nature of these lesions is such that when the blood- 
supply is cut off it may be very difficult to produce 
microscopic evidence of abnormality in the collapsed 
thin-walled vessels or blood-spaces. Mr. Rutter and 
Dr. Kohn are accordingly to be congratulated on produc- 
ing such clear histological evidence in their own case. 


Department of Surgery, 
University of Liverpool. 


PREVENTIVE PSYCHIATRY 
. Sm,—Your leading article and the ‘papers by Dr. 
Macmillan and Dr. Watt (Nov. 24) prompt me to write, 


as so many of the points in these two papers are of 
interest to the mental-hospital psychiatrist. 


J. A. SHEPHERD. 


Dr. Macmillan raises once again the long-standing problem 
of the training of our medical auxiliaries. It is now an accepted 
fault that we as psychiatrists have allowed the training of 
psychiatric social workers, occupational therapists, and 
other auxiliaries to fall into the hands of those who appear 
to have little understanding of the ways in which their trainees 
can best serve the mental hospitals. It is heartening in. some 
ways to know that Dr. Macmillan is training his own social 
workers, and this point might be noted by the organisers of 
mental-health courses for psychiatric social workers (P.S.W.s), 
with a view to developing more realistic courses, as is already 
being done, I believe, by the University of Manchester. 

Dr. Watt is at pains to show that an increase in the out- 
patient services would decrease the admission-rate to the 
mental hospital, but I doubt this since in most areas relatively 
few patients admitted directly for the first time to the mental 
hospital are seen by a psychiatrist beforehand. The answer 
would appear to be an extension of the domiciliary consulta- 
tion service and a greater number of home visits by P.s.W.s. 
This can be brought about only by an increase in the consulting 
psychiatric staff and social workers in the average mental 
hospital. Economically, such a development would be well 
worth while as a social worker has only to keep a small number 
of chronic or latent psychotics out of hospital for a year for her 
salary to be equalled by the money saved by the hospital. 

Some further points from Dr. Watt’s paper appear to 
require comment. It is probably true that many long-stay 
patients could leave if adequate homes existed for them, but 
I feel that provision must be made for psychiatric super- 
vision of these patients while out of hospital and for their 
occasional readmission for short periods. The possibilities 
of long-term maintenance treatment with electroconvulsion 
therapy (k.c.T.) or drugs such as chlorpromazine do not seem 
to have been fully explored for these patients in addition to 
community care and social therapy. 

Dr. Watt states that “ the need to alleviate overcrowding 
is so urgent that it cannot wait for the results of research.” 
Might I suggest that many hundreds of patients now in our 
mental hospitals might be discharged within the next few 
months if the fruits of existing knowledge could be made 
use of ? In many mental hospitals leucotomy is never per- 
formed, for want of a neurosurgeon ; in others deep insulin 
has been given up or maybe never started. Other treatments 
which have not been used as widely as they deserve are 
variations of £.C.T., such as cerebral stimulation and intensive 
E.C.T., drug-assisted psychotherapy with drugs such as 
lysergic acid diethylamide, and the long-term use of drugs 
in the phenothiazine group in conjunction with occupational 
therapy, habit-training, and group therapy. Applied research 
can be carried out in any mental hospital, for it requires the 
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minimum of apparatus. Carefully planned and documented 
clinical trials on new treatments (especially drugs) should 
be carried out in our mental hospitals before they are placed 
on the market, and the fruits of this research would be 
available to all in a year or two. After twenty years we still 
have no definite proof that deep-insulin treatment significantly 
reduces the tendency to chronicity in schizophrenia. 


Lastly, what are we really aiming at in our mental 
hospitals? I think most of us would agree that it is 
to shorten the stay of the patient and to prevent 
chronicity. In my view, only the most intensive treat- 
ment of the patient from the moment he comes into 
hospital can ensure this. As soon as ever possible the 
patient should be returned to his home (possibly via a 
psychiatric hostel) and treatment continued by the 
psychiatrist, assisted by the psychiatric social worker, 
whose own terms of reference should be very wide. And 
might I suggest that, for the average mental hospital, 
ten or eleven social workers to assist in this task is 
by no means too many ? 


Powick Hospital, 
near Worcester. 


R. A. SANDISON. 


BEMEGRIDE IN BARBITURATE POISONING 


Sir,—We have read with interest the papers (Nov. 10) 
from the Copenhagen group on the treatment of barbitur- 
ate poisoning with bemegride (‘ Megimide’). In general 
we agree with the findings therein. We think, however, 
that the choice of title for one of these communications 
is particularly unfortunate—viz., Delirious Psychosis and 
Convulsions due to Megimide. We do not doubt that 
Dr. Kjer-Larsen did observe these manifestations, but 
we do not think that they can be ascribed unequivocally 
to bemegride. 

In the first sentence Dr. Larsen states: ‘‘ So far no report 
on megimide in the treatment of barbituric-acid poisoning 
has mentioned psychic disturbances after wakening.’’ This is 
perfectly true. Such conditions have not been observed in the 
treatment of over 130 cases of which we have reports (pub- 
lished and private) from Europe and the U.S.A. That Dr. 
Larsen should have 15such cases in 50 treatments—an incidence 
of nearly 40%—cannot pass without comment. On this inci- 
dence-rate some 50 cases should have been expected in the 
above 130 cases. Surely such observational negligence cannot 
be ascribed to the clinicians concerned. 

The dose of bemegride reported to cause the mental dis- 
turbances has been as low as 0-5 g. Now we have adminis- 
tered 0-75 g. of bemegride in combination with barbiturates 
to 58 psychiatric patients for periods of up to eight weeks 
without producing any deterioration in their condition either 
during this period or on cessation of administration. On the 
contrary some of the patients were more manageable. We 
have also given 600 mg. of bemegride daily by mouth for four 
weeks without the production of psychotic symptoms. 

Delay et al.' have not noticed the production of any 
psychosis after 200 administrations of bemegride. 

It now remains to account for Dr. Larsen’s findings. 
We agree with the conclusion that as some of the patients 
were barbiturate addicts the symptoms could be those of 
a withdrawal nature. It would appear that this is not the 
whole explanation. 

The 50 patients mentioned by Dr. Larsen were psychi- 
atric cases. Dr. Larsen says that the megimide altered the 
already existing psychotic manifestations in such a way 
that he refers to bemegride as a new “ hallucinogen.”’ 
These changes in behaviour appeared four to seven days 
after the administration of the bemegride. No other 
‘** hallucinogen *’ has such a delayed effect. Indeed such 
a delay in action after a single treatment is almost 
unknown in medical science. 

Accordingly in view of this delay, and the isolation in 
which Dr. Larsen’s results stand, we think the cause of 
the psychoses should be sought in the after-effects of 
chronic barbiturate administration. Indeed in a few cases 


1. Delay, J., Verdeaux, J., Drossopoulo, G., Schuller, E., 
P. Pr. méd, 1956, 64, 1525, 


Chanoit, 
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which were brought to our notice, such effects as those 
described by Dr. Larsen had been observed after pro- 
longed high-barbiturate ‘‘sleep treatment.’’ In one these 
delusions and hallucinations developed in a schizo- 
phrenic patient who during an illness of four years had 
never shown these symptoms before. Similar effects have 
been described by Azima.? 

S. GERSHON 

E. M. TRAUTNER 

F. H. SHaw. 


University of Melbourne, 
Australia. 


‘““FIRST DISEASE ’’ IN MUMPS 


Srr,—In this community of over 500, we have had an 
epidemic of over 100 cases of mumps. One of us (M. C.) 
noticed that in about a quarter of the cases there was a 
minor illness about a fortnight before the main one. In 
this antecedent illness the patients showed swelling of 
the submandibular glands on one or both sides, together 
with the characteristic smell of mumps. There was low 
(37-5-37-8°C) fever, and the swellings went down after a 
few days. There was then a period of malaise with 
transient swellings, which continued till the more 
characteristic symptoms came on. In the main illness the 
parotid glands were still not affected in about a third 
of the cases, the swelling being submandibular and 
sublingual. 

An antecedent illness preceding mumps does not seem 
to have been reported—perhaps because the symptoms 
are so mild that the children will rarely be seen by a 
doctor. A similar ‘‘ first disease ’’ has been recognised, 
however, in benign lymphocytic choriomeningitis, where 
the interva) between the two illnesses was equally long. 
Mumps itself may be regarded as a lymphocytic chorio- 
meningitis. 

We wish to thank Dr. Y. Shatal (senior medical officer, 
Sick Fund, Negev) for his help in all aspects of our work. 


Mary Casp! 


neg, ae A. Yovat. 
NOSOGRAPHY IN MODERN MEDICINE 


Srr,—Sir Francis Walshe’s contribution of Nov. 24 
is characteristically instructive and stimulating, par- 
ticularly so because it goes a long way towards 
reconciling the idea of diseases as concepts with the 
practical workaday necessity for naming them, describing 
them and thus seeming to confer reality upon them. 
This is a very considerable achievement ; for, however 
attractive or accurate the views of the physiological 
school of medicine may appear to be—and we cannot 
doubt that in Nature there are no diseases but only 
diseased persons—it is well-nigh impossible in speaking 
or writing of diseases to avoid implying that they are 
specific morbid entities. That in so speaking or writing 
we should deceive ourselves into believing that diseases 
have some sort of objective reality is an error which 
may be thought to be pardonable ; for, as John Stuart 
Mill remarked, ‘‘ The tendency has been always strong 
to believe that whatever receives a name must be an 
entity or being, having an independent existence of its 
own.”’ It seems likely that this is the way in which 
diseases are regarded, consciously or, more seriously, 
unconseiously, by most doctors today ; if this is so it is 
important, I feel, to make more widely known at least 
that part of the physiological school’s teaching which 
holds the opposite view. Sir Francis has beautifully 
illustrated the dangers, the disastrous effects, of whole- 
hearted acceptance of the pronouncements of the 
physiological school, but the dangers inherent in equal 
acceptance of the tenets of the specific-disease-entity 
school are just as grave. Thus we must be grateful to 
him for showing us the middle way. 


2. Azima, H. J. ment. Sci. 1955, 101, 593. 
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The problems of nosography are to some extent 
linguistic and semantic: the word ‘ disease’’ has 
changed its meaning, and it did so when it began to 
acquire the indefinite article, thus losing its signification 
of dis-ease. What a pity it is that this happened, for we 
have no word to take its place. The quotation from 
Sir’ Clifford Allbutt which follows shows the two uses 
of the word side by side ; he was one of the last to employ 
the older meaning. 

‘“* A cancer is no more a disease than the hyssop on the wall : 
a cause of disease it may be but the disease is in the damaged 
tissues which are irritated, invaded or choked by the growth.”’ 


Dis-ease and a disease (or diseases) refer to very different 
concepts. 

It might seem that those who teach medical students 
have a responsibility in this matter which is perhaps not 
fully appreciated, though as long ago as 1948 a recom- 
mendation was made by the medical curriculum com- 
mittee of the British Medical Association ! that: ‘‘ The 
student should be disciplined in the proper use and 
meaning of words and the relationship of names and 
words to ideas and things.’’ Where can one find any 
evidence that this advice has been put into practice ? 
Let us hope that Sir Francis Walshe and those few 
others who contribute to the building of a philosophical 
background to medicine may yet so educate us and, 
through us, our successors that the high ideal of the 
recommendation may be achieved. 


Falkirk. RonALD G. HENDERSON. 


COD-LIVER OIL AND IDIOPATHIC 
HY PERCALCAMIA 


Srr,—Dr. H. M. Sinclair, in your issue of Oct. 27, says 


‘* For instance, Professor Frazer writes * that cod-liver oil 
provides vitamin D in association with unsaturated fatty acids. 
But unfortunately cod-liver oil contains no ordinary linoleic 
acid (cis-cis) and its toxicity may be related to this.” 


There are at least three important implications in this 
statement : 

(a) That only ordinary linoleic acid (cis-cis) is worthy of 
consideration in the field of unsaturated-fatty-acid metabolism. 

(6) That cod-liver oil is toxic. 

(c) That this toxicity (perhaps including some significance in 
the etiology of idiopathic hypercalcemia, since this was the 
real subject of Dr. Sinclair’s letter) may be related to the 
well-known fact that cod-liver oil contains little, if any, 
linoleic acid. 


May I, therefore, draw attention to certain facts that 
I am sure are well known to,Dr. Sinclair, but may not 
be so fully appreciated by all your readers, who might, 
therefore, be misled by his statement. 

1. Linoleic acid (cis-cis) is not the only essential fatty 
acid. Other polyethenoid fatty acids have been shown 
to be effective in the relief of essential-fatty-acid defici- 
ency. The grouping :HC.CH,.CH:, which may be an 
important feature of an essential fatty acid, is present in 
marine fats. 

2. Bronte-Stewart et al. showed that seal and 
pilchard oil, neither of which contains appreciable amounts 
of linoleic acid, are rather more effective than the linoleic- 
acid-containing oils in causing a depression of raised 
blood-cholesterol—an effect that Dr. Sinclair has also 
attributed to essential fatty acids.‘ 

3. There is no evidence that fresh cod-liver oil is 
toxic to human subjects in ordinary dosage. 

4. In idiopathic hypercalcemia, excessive vitamin-D 
intake or undue sensitivity to vitamin D may be etio- 
logical factors, although this is not accepted by all 
workers in this field. If excessive vitamin-D intake is a 
factor, it can safely be said that natural cod-liver oil in 





1. The Training of a Doctor. London, 1948. 

2. Frazer, A. C. Lancet, July 28, 1956, p. 19 

3. — Stewart, B., ‘Antonis, fie Eales, on Brock, J. F. Ibid, 
5 521 

4. Sinclair, a. M. Ibid, p. 381. 
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ordinary dosage has never caused such a pateion. rary 
certain nutritionists, supported by the British Pediatric 
Association, pleaded in 1943 for fortification of natural 
cod-liver oil with synthetic vitamin D, on the grounds 
that its natural vitamin-D content might be insufficient ! 
It can further be stated with assurance that no child 
has ever had too much vitamin D from the ingestion of 
the natural dietary sources of vitamin D, combined with 
the recommended dosage level of cod-liver oil. If the 
vitamin-D intake of any children with idiopathic hyper- 
calcemia has been too great, it is clearly due to the 
excessive and’ largely unnecessary supplementation of 
margarine, dried milk, and cereals with vitamin D. The 
level in dried milk provides, on reconstitution, an amount 
of vitamin D that is 300-500 times the level in fresh cow’s 
milk; to which are added the other supplements in 
margarine and cereals. This state of affairs has arisen 
because some nutritionists seem to be obsessed with the 
dangers of deficiency, refuse to appreciate the significance 
of dosage in relation to biological responses, and firmly 
believe that vitamins could not whew do harm. Ail 
that is necessary, in their view, is to err on the side of 
safety! The solution to this problem is obvious—stop 
all supplementation of foods with vitamin D 

Turning to the second proposition of increased sensi- 
tivity to vitamin D, Dr. Sinclair has presented evidence ° 
to suggest that this may be related to essential-fatty-acid 
deficiency, and he has blamed the present practice of 
hydrogenating fats as a contributory factor. He may well 
be right. If he is, then this trouble might arise in the 
preparation of margarine, dried milks, ur possibly even 
fortified cereals—sinee, in their preparation, some degree 
of loss of unsaturated fatty acids may occur. It is not 
possible, however, to attach any blame to cod-liver = 
on these grounds, since the only fatty acids that ma hn 
lost in the preparation of cod-liver oil are a few fully 
saturated fats removed by filtration at low temperature. 


The etiology of idiopathic hypercalcemia is complex 
and a great deal of further study is needed before it can 
be unravelled. Whatever may be the eventual answer, 
natural cod-liver oil stands out as the one vitamin-D- 
containing food that may have been administered to 
these children that is, contrary to Dr. Sinclair’s state- 
ment, above suspicion. 


Department of Medical Biochemistry 
and Pharmacology, 


The Medical School, Birmingham. A. C. FRAZER. 


Srr,—Professor Frazer has courteously sent me a copy 
of his letter. I agree that cod-liver oil is an excellent 
source of vitamin D but I cannot agree that the same is 
true for essential fatty acids (E.F.A.). There is agreement 
that cod-liver oil contains no ordinary linoleic acid and 
that it contains more highly unsaturated fatty acids 
(which are unstable and are particularly easily oxidised 
since cod-liver oil contains little or no vitamin E). One 
such highly unsaturated fatty acid from cod-liver oil is 
docosahexaenoic acid (C,, with six double bonds) which 
contains no less than four of the grouping that is men- 
tioned by Professor Frazer and yet has little or no 
action in curing the skin lesions of £.F.a. deficiency in 
the rat.* As a result of this Miss Hume and her colleagues 
tested cod-liver oil and the esters of its fatty acids: 
‘‘The activity in promoting weight increase and in 
giving protection against skin lesions was very slight.’’? 
Since I have confirmed this in rats and mice using the 
Ministry of Food’s ‘Cod Liver Oil Compound,’ I have 
not the slightest hesitation in regarding cod-liver oil as 
a poor—indeed, a very poor—source of essential fatty 
acids. 

I agree that fresh cod-liver oil is not toxic to human 
subjects in ordinary dosage. A patient I investigated 
developed Eales’s disease (angiopathia retinalis juvenalis) 
from consuming it in unusual dosage, and its toxicity in 


5. Sinclair, H. M. Ibid, July be 1956, p. 97. 

6. Hume, EB. M., Nunn, 7 oe , Smedley- -MacLean, I., Smith, H. H. 
Biochem. J: 1928, "32, 2163. 

7. Hume, E. M. * Nunn, L. C. A., Smedley -MacLean, I., Smith, H. H. 
Ibid, 1940, 34, 879. 


bat otek 


























































THE LANCET] 


1216 
her was I believe caused mainly by deficiency of E.F.A. 
Its deficiency in vitamin E and in £.F.a. (together with 
the presence of highly unsaturated fatty acids that are 
not E.F.A.) might play a part in its toxicity to ruminants ; 
and by a coincidence Dr. Blaxter and Dr. MacDonald, 
in a letter on the page (Oct. 27, p. 895) following that of 
my letter to which Professor Frazer refers, state that 
‘* in the case of cod-liver oil it [myopathy] is referable to 
the toxicity of a polyethenoid fatty-acid fraction.” 

Professor Frazer and I are agreed that we need more 
research. 

Oxford. H. M. Srncrarr. 


TOXIC REACTIONS TO PACATAL 

Sir,—I was interested to read the article by Dr. 
Gore and Dr. Biezanek in your issue of Nov. 24. This 
toxic reaction of agranulocytosis appears to be caused 
by any of the phenothiazine derivatives, including 
chlorpromazine, and in this hospital we have seen such 
reactions from time to time with both chlorpromazine and 
‘Pacatal.’ Of a recent series of 100 patients treated with 
pacatal, 4 were found to have a white-cell count in the 
region of 3000 per c.mm. with a relative deficiency in 
granulocytes. But, without having recourse to the 
measures described by Dr. Gore, these white-cell counts 
returned to normal levels quite spontaneously. This is 
the point at which we clinicians would be grateful for 
some guidance from the hematologists. 

Since the numbers involved are smal], one wonders if 
this is not an allergic reaction in individuals who are 
hypersensitive to the drug. 

Of course, several useful drugs in common use are 
known to have possible lethal side-effects ; but, given 
good clinical judgment, one would not hesitate to use 
them. For example, fatalities have been described 
following treatment with penicillin, chloramphenicol, and 
chlorpromazine’; yet since each drug has its own clinical 
indications they have continued to be prescribed. It is 
probable that the same is true of pacatal. 

Certainly in the series of 100 psychiatric patients 
treated here, pacatal has helped the recovery of patients 
previously untouched by other forms of treatment— 
notably paranoid schizophrenics and involutional depres- 
sives. For this reason one would hesitate to give up 
prescribing the drug because of possible side-effects in a 
few patients ; but one should certainly make full use of 
one’s clinical judgment, both in the selection of patients 
for treatment and also in following their progress during 
treatment. 


Cane Hill Hospital, 
Coulsdon, Surrey. 


ENCEPHALITIS, MENINGITIS, OR POLIOMYELITIS 


Srr,—An outbreak of meningitis, similar to those 
described by Dr. Tyrrell and Dr. Snell and by Dr. Lyle 
(Nov. 17), has occurred in the Sunbury and Staines area 
of Middlesex. 

This outbreak originated from a child who became ill in the 
latter part of September while on holiday in Cheshire. On her 
return the infection spread to her sister, to a school-friend, and 
subsequently to two other children and an adult living in 
the same district. All these cases were admitted to the South 
Middlesex Hospital ; but, in addition, several cases occurring 
in the same area were nursed at home. 


Joun T. HuTcHINsoN. 


The incubation period seemed to be short—about 
six days. The illness was characterised by headache, 
vomiting, and stiffness of the neck and back. All patients 
were alert except the first, who was drowsy. An urticarial 
rash was present on the trunk of one case ; another had 
a petechial rash on the face; and a third a combined 
macular and petechial rash, also on the face. The illness 
lasted about ten days and there were no after-effects. 

Laboratory investigations showed pleocytosis in the 
cerebrospinal fluid (c.s.F.) ranging from 52 to 810 cells 
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per ¢.mm., predominantly lymphocytes. The white 
blood-cell count was normal. Dr. A. D. Macrae, of 
Colindale Laboratory, has isolated a virus from the stool 
of the original case and from specimens of C.s.F. from 
two of the secondary cases. This virus is at present under 
investigation but so far is reported as ‘‘ not poliomyelitis 
virus.” 
G. E. BREEN 


South Middlesex Hospital, R. T. D. Emonp. 


Isleworth. 


INSULIN ZINC SUSPENSIONS 


Srr,—In the light of our experience with insulin zinc 
suspensions (1.Z.S.) in the treatment of diabetes we find 
your leader (Nov. 17) in praise of these suspensions some- 
what disconcerting. At the time of their introduction it 
was our practice to treat the majority of new patients 
with them in preference to soluble, globin, or protamine 
zine (P.Z.1.) insulins, and many others were transferred 
to the 1.z.s. preparations. The resulting diabetic control, 
however, was so often unsatisfactory that a reversion to 
P.z.1. and soluble insulin was frequently necessary. We 
have recorded here the insulin dosage of thé first hundred 
consecutive diabetic patients who were taking insulin 
and who reported to the diabetic department during the 
week beginning Nov. 19. 

Forty-eight were receiving P.z.1. and soluble insulin (mean 
dose 58 units), and twenty of these had been previously treated 
with 1.z.8. preparations (mean dose 72 units). Control with 
1.2.8. had been unsatisfactory in all of them, mainly because 
a considerable overnight glycosuria occurred. If the dose of 
standard 1.z.s. (lente) was raised or crystalline insulin zinc 
suspension (C.z.8.) added, hypoglycemic reactions occurred 
in the afternoon in spite of redistribution of the carbohydrate 
in the diet. 

Thirty-eight patients were receiving 1.Z.s. preparations- 
1.Z.8. (lente) being given alone to thirty-four (mean dose 28 
units). Control was satisfactory in only two of the five 
patients receiving more than 48 units a day, the remaining 
three showing the typical afternoon hypoglycemic tendencies 
in spite of early morning glycosuria. 

Eleven patients were being treated with a single morning 
injection of P.z.1. only (mean dose 18, units), and in these 
control might have been smoother and better had 1.z.s. been 
substituted. Lastly, three patients were receiving two doses 
of globin insulin daily. 

We feel that there will always be many patients for 
whom any combination of the insulin zinc suspensions 
will prove unsuitable because amorphous insulin zine 
suspension (A.z.S.) is a medium-acting insulin without 
the rapid effect of soluble insulin and c.z.s. has an earlier 
and less prolonged action than P.z.1. Thus the later action 
of 4.z.8. and the earlier one of C.z.s. overlap considerably. 
A single daily injection of 1.z.s.° (lente), on the other 
hand, gives better all-over control than a single daily 
doze of P.z.1., and-the few patients receiving two daily 
doses of globin insulin might have been equally well 
controlled by two doses of A.z.s. 

In pregnancy strict diabetic control is imperative, and 
we have found 1.z.s. to be inferior to P.z.1. and soluble 
insulin, particularly when judged by the quantity of 
glucose lost in the twenty-four hours. The use of 1.z.s. 
has now been abandoned in our Pregnant Diabetic Clinic. 

Further, we would not dismiss the difficulty of over- 
coming ketosis with 1.z.s. as lightheartedly as you do in 
your leader. When infections develop in patients 
receiving the suspensions, ketosis tends to progress rapidly 
even when the dosage is greatly increased, whereas smaller 
doses of P.z.1. and soluble insulin reverse the process. 
Further, our experience of the care of surgical diabetic 
patients has shown that ketosis and gross glytosuria are 
much less frequent in those receiving P.z.1. and soluble 
insulin than in those treated with 1.z.s. 

We therefore believe that the views expressed in your 
leader are over-optimistic. A single daily injection of 
1.Z.8. provides adequate control for patients with 
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relatively mild stable diabetes, who do not readily develop 
ketosis or hypoglycemia and who require only a small 
or moderate daily dose. Patients, however, are better 
controlled on p.z.1. and soluble insulin when their 
diabetes is less stable, when their insulin requirements 
are high, or when their occupations or habits interfere 
with the appropriate redistribution of carbohydrate in 
their diet. Diabetes is a disorder in which the pattern 
of glycemia varies from patient to patient, and the 
insulin dosage and preparations used need to be tailored 
to the requirements of that pattern, to the patient's 
dietary habits, and to his occupation. A single standard 
mixture such as 1.z.8. (lente) is thus unlikely to result in 
optimal control in more than a proportion of diabetic 


patients. J. H. Croom 
L. J. P. DuNcAN 
D. M. DunLop 
A. G. MACGREGOR 


Royal Infirmary, , 
Edinburgh. A. P. MEIKLEJOHN. 


ACID HYPERPHOSPHATASIA IN THREE 
FAMILIES WITH OSTEOGENESIS IMPERFECTA 

Srr,— We have read with great interest Dr. Gebala’s 
article (Nov. 24) under this title. We have confirmed this 
finding in a 3-year-old child suffering from a severe form 
of the disease, in whom the acid-phosphatase level was 
8-6 King-Armstrong units per 100 ml. serum. 

During the past year we have noted similar findings 
in cases of osteopetrosis (Albers-Schénberg disease). In 
five patients we have found the serum-acid-phosphatase 
levels consistently high, the lowest value obtained being 
6-4 K.-A. units per 100 ml. and the highest 27 K.-a. units 
per 100 ml. The acid phosphatase is most active at pH 5-0, 
and the major part of it appears to be inactivated by 
formalin but not by alcohol. Further study of the enzyme 
is now in progress in an attempt to identify its qualities 
more precisely by varying the substrate. In none of our 
five cases could we find any clinical or radiological evi- 
dence of a familial incidence of the disease ; and in one 
of the families none of four near relatives of the patient 
showed an abnormal level of acid phosphatase in the 
blood. 

In view of these findings in both osteogenesis imperfecta 
and osteopetrosis it is perhaps not too speculative to 
suggest that these general disorders of the skeleton may 
not be due to disorders of the bone as such, or to osteo- 
clastic activity as suggested by Gebala, but rather to a 
biochemical abnormality of the enzymes concerned with 
osteogenesis. The skeletal changes may merely be the 
most obvious expression of some underlying metabolic 
abnormality. 

St. Mary Abbot’s Hospital, 

London, W.8. 
5-HYDROXYTRYPTAMINE EXCRETION 

Srtr,—In your issue of Nov. 10 Professor Boyland and 
his colleagues report their findings regarding the urinary 
excretion of 5-hydroxyindolyl acetic acid (5-H.1.4.A.) 
and 5-hydroxytryptamine (5-H.T.), estimated by a new 
chromatographic method, in cancer-free patients and 
in patients with cancer of various sites. 

They showed that, after the ingestion of l-tryptophan, 
16 cancer-free patients excreted no 5-H.1.A.A. and no 5-H.T. 
in the urine ; and also that patients with cancer of the larynx, 
pyriform fossa, and bronchus excreted between nil and 5 mg. 
per litre of 5-H.1.4.4. and a similar amount of 5-n.T.: these 
amounts they claim are higher than in cancer-free patients. 

Could these workers say how they reconcile their 
findings with those of previous workers who report 
the urinary 5-H.1.4.A. excretion of normal persons as 
being: mean 4-5 mg. per day in 4 cases,! range 1-I- 
5-1 mg. per litre in 40 cases,? range 2-2—-7-8 mg. per day 


A. W. Lipmann KESSEL 
A. GorpDoN SIGNY. 


1. Erspamer, V. J. Physiol. 1955, 127, 118. 
2. Snow, P. J. D., Lennard-Jones, J. E., Curzon, G., Stacey, R. S. 
Lancet, 1955, ii, 1104. 
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in 41 cases,* and range 2-9 mg. per day in ‘‘ about 40 
cases’? ? 4 
Biochemistry Department, 
Selly Oak Hospital, 


Birmingham, 29. PETER Scort. 


*,* This letter has been shown to Professor Boyland, 
who replies as follows: ‘‘ The method of estimation 
used, depending on spot areas of substances on paper- 
chromatograms, was not designed for estimation of 
the small amounts of 5-H.1.4.A. and 5-H.T. present in 
normal urine, as it was developed primarily for the 
determination of anthranilic acid and kynurenine 
derivatives. We did not mean to suggest that normal 
subjects excreted no 5-H.1.A.A., but smaller amounts 
than could be estimated by the method used. The 
subheading of table m should read ‘No. of patients 
excreting either 5-H.1.A.A. or 5-H.T. in measurable 
amounts.’ Our results, however, did suggest that patients 
with cancer of the larynx excreted small amounts of 
serotonin.’’—Ep. L. 


CAUTIONARY CARDS 

Srr,—In your leading article last week you suggest 
that it is a good thing that a woman who is or has been 
pregnant should carry a card giving her blood-group. I 
would like to question this advice on the grounds that, 
though many are pregnant, few are transfused ;. and that 
the possession of a card may prevent the checking of the 
blood-group and thé careful cross-match which should 
nearly always precede a transfusion. If there is no time 
for this, group-O rhesus-negative blood should be used 
whatever it says on the little card in the patient’s 
handbag. 

Mass blood-grouping always carries the chance of 
error. To make the accuracy of the card good enough for 
blood to be given without check in an emergency would 
make demands for labour, to cross-check and re-cross- 
check the laboratory and clerical work, that in practice 
would be seldom available. Nowadays matching for 
transfusion even at night is often carried out by experi- 
enced laboratory workers who would find a card a useful 
indication of the patient’s blood-group which they would 
check whjle the cross-match was in progress. The time 
saved by this foreknowledge of the group is not however 
very great since, using rapid techniques, the ABO group 
can be determined in about seven minutes and the Rh 
group in about fifteen. Moreover even laboratory workers 
sometimes forget that the blood-group report may occa- 
sionally be erroneous. An example of an incompatible 
transfusion through: failure to check the ABO group of 
patients at the time of the cross-match was in fact 
reported in your columns only last June. 

There must still be occasions when blood is given in an 
emergency when no trained laboratory help is at hand. 
Clinicians often have too great a respect for laboratory 
reports, and possession by the patient of a blood-group 
card may mean that the doctor in charge will be tempted 
to transfuse blood which appears to be of the appropriate 
group without adequate tests. If the patient has no card 
he will be forced to use group-O rhesus-negative blood. 


Northallerton, Yorkshire. P. N. CoLeMAN. 


REPAIR OF FEMORAL HERNIA 


Srr,—It is very reassuring to see that there are some 
surgeons in the country who do not hold Lotheissen’s 
operation for femoral hernia in a sort of Galenical awe. 
It is significant, too, that the article is written by surgeons 
from a non-teaching hospital. In the two most recent 
textbooks of operative surgery published in this country 
McEvedy’s approach is mentioned but not described. 

3. Dick, M., Todrick, A. Biochem. J. 1956, 63, 17P. 
4. Sjoerdsma, A., Weissbach, H:, Udenfriend, 8. Amer. J. Med. 


1956, 20, 520. 
5. Varadi, S., Vaccaro, J. G. Lancet, 1956, i, 995. 
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I have used a modification of McEvedy’s approach 
for the past two and a half years for treating all femoral 
herni#, strangulated and others, and would like to 
offer the following criticisms. 

The weakness both in McEvedy’s approach and that 
described by Dr. Mouzas and Dr. Diggory (Nov. 24) is their 
use of a vertical incision in the rectus sheath. The direction 
of tension in the muscles of the anterior abdominal wall 
is such that they pull laterally so that any vertical incision 
in the rectus sheath is subject to more divarication than one 
done transversely. 

T have for this reason always used what I call half a 
Pfannenstiel incision. This is exactly the skin incision and 
approach through the rectus sheath used for a prostatectomy, 
but is confined to the side of the hernia under operation, The 
skin incision is carried slightly more laterally than is that 
for a prostatectomy. The incision through the transversalis 
fascia is also made transversely outwards from the lateral 
edge of the rectus and this muscle is retracted medially. 

Through this skin incision, by turning down the lower 
flap the sac can easily be exposed, though in the smaller 
uncomplicated herniz this is unnecessary. 

In sewing up the abdominal wall, the rectus sheath is 
apposed in one layer, making certain that both leaves of it, 
which in this area are very distinctly defined, are caught 
up in the sutures. There is no need to drain this dead space 
from which the sac has been removed. 

That such an approach as I have described does not 
result in weakness of the abdominal wall is borne out 
by the lack of this complication after a transverse 
approach in the operation of prostatectomy. 

St. Thomas’s Hospital, P 
Hydestile, Godalming, Surrey. . 


CLINICOSIS 


Srr,—The correspondence and articles under the above 
heading form the most stimulating and encouraging 
reading to appear in the medical press for some time. 


S. Reay-Youne. 


On the one hand we have had enthusiastic G.P.s propounding 
the undeniable truth that the child’s doctor is the obvious and 
most suitable person to practise preventive pediatrics. He 
knows the family background, visits the home, and sees the 
child over a very long period. It is true also that, other things 
being equal, the parent prefers to attend an infant-welfare clinic 
run by the child's own doctor rather than a local-authority one. 

On the other hand we have had the public-health officers 
pointing out the regrettable truth that only a minority (but 


your correspondence shows that it is increasing in size) of 


G.P.s are actively interested in preventive pediatrics. It is 
alleged that the average a.p. cannot have enough time to 
carry out preventive work efficiently without either neglecting 
some other aspects of general practice or else having such a 
small list that he suffers from lack of experience. As a general- 
practitioner pediatrician, I can verify that many G.P.s have 
no idea of the large amount of time preventive work can take up. 


I feel strongly that this correspondence should not be 
allowed to finish without it being demonstrated that 


there is only one way to resolve the argument. The 
general-practitioner pediatrician devoting his time 


entirely to the health and disease of children is the only 
alternative to divided control and multiple doctoring of 
the child. 

It would not be impossible to allocate a health visitor 
to each general-practitioner pediatrician, because there 
would be fewer of them. The number of doctors having 
many patients in any given school would be limited, and 
the school doctor as such could disappear. 

If general practice is to absorb all the clinic work now 
being done by local authorities, the aim should be, not 
to carry on as well as before, but to use the greater 
freedom of the G.P. to improve on the many inefficiencies 
of the public-health service ; and this can only be done by 
the use of specialised skills and experience which are 
likely to be swamped in the hurly-burly of normal general] 
practice. 

Finally I must protest at the contrast between the 
financial and other encouragement vouchsafed to the 
G.P. interested in preventive obstetrics, and the lack of 
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help or reward (there is even opposition in some areas) 
for the G.P. interested in preventive pediatrics. The 
problem of redressing this balance should receive early 
consideration by our professional bodies. 


Hengrove Child - eee Centre, 


Bristol. NorMAN J. Cook. 


A TEMPORARY SERVICE? 

Sir,—In your interesting annotation under this 
heading last week, on the Hospital Personal Aid Service 
for the Elderly, there are several statements which might 
easily give a misleading impression. 

While it is true that with a fully staffed health service 
the ideal would be for every patient on the waiting-list 
to be visited by the physician and the almoner, you do 
not sufficiently emphasise the fact that in many hospital 
groups there is still not an adequate staff for this to be 
done. Many groups have not yet been able to allocate a 
sufficient number of beds for elderly patients, and the 
number has not justified the appointment of a special 
geriatric physician; many have only a_ part-time 
almoner or no almoner at all. It was to help to fill this 
gap that the Hospital Personal Aid Service,was instituted. 

A reader of your comments might be led to infer that a 
lay person was allowed to make the decision as to whether 
or not a patient should be admitted to hospital, whereas 
it is fundamental in the Personal Aid Service, and 
emphasised in the report, that the doctor at the hospital 
must make this decision. He would always visit the 
patient when he considered it necessary or advisable. 

We do not quite follow your interpretation of the 
figures. Perhaps it was not made sufficiently clear in 
our report that many patients whose names were ‘‘ with- 
drawn’’ were actually provided for under ‘‘ other 
arrangements.”’ If these patients were added to the latter 
category it would bring the proportion of those not 
needing hospital care up to the 40-50% which you 
considered attainable and desirable. 

We all look forward to the time when a fully staffed 
health service will render unnecessary the supplementary 
assistance furnished by the Hospital Personal Aid Service, 
but in the meantime there is no doubt that it is fulfilling 
a very useful function. 

ZACHARY COPE 
Chairman, Hospital Personal Aid Service for the Elderly, 
King Edward’s Hospital Fund for London. 

*,* We are grateful to Sir Zachary Cope for removing 
our misapprehension about the patients for whom 
‘‘ other arrangements ’’ were made. We hope no reader 
will think that we doubt the great value of this supple- 
mentary service under the conditions of today,—Ep. L, 


Medicine and the Law 


A Warning from the Pulse-chart 

AN eight-year-old girl died in hospital after an opera- 
tion for the removal of tonsils and adenoids. At the 
inquest ? the surgeon said that the patient’s pulse-rate 
was noted on a chart by the nurse in charge of the ward. 
He had seen the chart and it showed that the pulse-rate 
had increased sharply before she died. He had not been 
told of this change which ‘‘ would have been a clear 
indication to me that there was bleeding in the bronchial 
passages.’’ If he had known about the rise in pulse-rate, 
he added, he would have been very alarmed. In evidence, 
a nursing sister said that the girl’s condition was satis- 
factory immediately after the operation. As was usual 
after such an operation, she was made to lie on her side. 
The sister went off duty for two hours, and the quarter- 
hourly pulse-chart was kept by a staff nurse. When the 
sister returned to the ward, the patient was very pale 
and a doctor was called. He concluded that the child 
had lost a lot of blood. Measures of resuscitation failed 


1. Middlesex Chronicle, Nov. 23, 1956. 
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and she died. The child’s father said that she had been 
waiting about a year to be admitted to hospital for the 
operation. A pathologist found that death was due to 
inhalation of blood. A verdict of death by misadventure 
was recorded. 


Parliament 


Prescription Charges 


On Nov. 29 Dr. EprraH SUMMERSKILL unsuccessfully 
prayed against the regulations imposing the charges 
which came into force on Dee. She described them 
as a discriminatory tax on the sick and infirm imposed 
in an arbitrary manner completely divorced from social 
and medical considerations. She regretted that the 
Minister of Health had not felt able to consult the doctors 
and pharmacists before taking this step. To help chronic 
patients the Minister had said that he would introduce 
composite packs and prescriptions for 3-month supplies, 
but Dr. Summerskill believed that this concession might 
lead to over-prescription and waste. She was also uneasy 
about the possible dangers of keeping large supplies of 
drugs in the home. 

Instead of turning to the chronic sick for his £5 million, 
the Minister, she suggested, might have turned his 
attention to proprietary drugs. One of the most important 
causes of the increase in our drug bill was the increased 
proportion of proprietary drugs prescribed. 36% of 
the bill now went on proprietaries, and of these 65%, 
came from American firms. These firms employed 
enormous outside staffs and inundated doctors with free 
samples and free journals. The sick of this country, 
she ended, were being exploited by some of the American 
drug firms and the British taxpayer was having to bear 
the cost. 

Sir Hues LinsTeaD believed that we could not ignore 
the mounting cost of the N.H.S. He also believed that 
90% of the public who used it could afford to make some 
contribution. He admitted that he was concerned about 
the others, but he had found the Minister very conscious 
of the necessity of helping these hardship cases. He 
believed that the Minister could have achieved what he 
wished with a less complicated scheme. But the big 
question, Sir Hugh pointed out, was whether all this 
medicine was really necessary. The answer would not 
be found in a small charge put upon the user of the 
medicine, but in a much larger long-term project of 
educating both public and practitioner. 

Mr. R. H. TurToN said that as Minister of Health it 
was his duty to see that the service was administered 
properly and without extravagance. In the present 
financial emergency he had to see whether there could 
be any increased contribution from the service or any 
saving on expenditure. He was certain that there was 
no possible way of reducing expenditure, without closing 
beds or reducing facilities, except the present alteration 
of the prescription charge. He believed that this was the 
right decision in order to raise money. 

His estimate this year had been for a cost per item of 
4s. 6d. and a total drug bill of £53 million, but he must 
tell the House that it appeared that the cost per item 
would be, on an average, 5s. and the total drug bill 
£61 million. He accepted the principle that there should 
be no interference with the doctor’s freedom to prescribe, 
but he was sure that we must educate the young doctor 
in economical prescribing. He would give early considera- 
tion to ways of dealing with the pressure of the sales- 
manship of the drug houses. He was continuing discus- 
sions on the prices of proprietary preparations and with 
the chemists about an inquiry into the prices paid by 
them for standard drugs as compared with the prices 
fixed by the Drug Tariff, and the chemists had agreed 
to codperate in such an inquiry in the spring. 

Meanwhile, we had to face the increased cost this 
year and next year, for he expected that next year 
there would be a drug bill of about £64 million. He had 
turned to a charge of 1s. an item instead of 1s. a form, 
because when the charge was introduced in 1952 the 
effect was considerably to increase the number of items 
put on each form. A recent survey showed that five- 
sixths of the forms had one or two items each, while 
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one-sixth, probably more than 20 million forms, had more 
than two items and some as many as eight or nine. 
Some patients, who were called ‘ ‘ shopping list patients,” 

induced their doctors to stock up their medicine cup- 
boards. The present system was creating gross inequality. 
On the one hand were doctors who abided by the request. 
in the handbook that there should be only two items 
on the form; on the other hand were what one might 
call the weaker doctors who put a large number of items 
on a form. Today many chronic patients, including those 
with high blood-pressure, pernicious anzemia, insomnia, 
and some of the cardiac conditions, were on a one- 
item prescription which continually required to be 
renewed. These patients paid 52s. or 26s. in the course of 
the year. It would clearly be wrong that they should 
pay any more, and with the new charges they would 
not have to pay a penny more on their prescriptions ; 
indeed, according to his survey, on half the prescriptions 
there would not be one penny increase. At present, if 
all the items he needed were put on the same form, 
the diabetic paid 6s. or 4s. Under the new regulations 
he would pay 27s. or 17s. a year. That was still a good 
deal less than was paid by many chronic patients. 

Mr. Turton agreed that the low-, fixed-income group 
must be specially considered and he had made it possible 
in the regulations for medicine or tablets to be put 
into two.or three containers, subject only to the 
charge of ls. This would enable doctors to prescribe 
for diabetics for a three-monthly period. It had been 
suggested that this would encourage over-prescribing. 
But under this system the amount prescribed per year 
per patient would be no more than if the pre scribing 
were done over a shorter interval. He was dealing here 
with the chronically ill patients. Over-prescribing was 
where a doctor prescribed more expensively than was 
necessary for the proper treatment of the patient. 
This was a matter that was determined by the local 
medical committees. In fact, by taking away the 
inducement to add unnecessary items to the same form, 
over-prescribing was being actively discouraged. 

Last year, over 9 million prescription charges were 
refunded by the National Assistance Board. The method 
had worked smoothly since 1952, but he had now 
made arrangements to improve the machinery. From 
Dec. 1 persons receiving National Assistance would 
be able to take their receipts straight from the chemist’s 
shop to the post office. They could go at once, and 
need not wait until the day when their grant or pen- 
sion was* normally paid. A new leaflet was to be 
placed in the chemists’ shops for the people who wished 
to apply for a refund. The leaflet could be filled in and 
posted to the National Assistance office. A visit would 
then be paid from the National Assistance office. Nobody 
would have to go to the National Assistance office. 
Mr. Turton promised to watch most closely this question 
of hardship both for those in the fixed-income group and 
for those on National Assistance. 

The motion was lost by 303 votes to 231 


QUESTION TIME 
Family Allowances 


Mr. Ernest FernynovucsH asked the Minister of Pensions 
and National Insurance if he was aware that the families 
in receipt of National Assistance had had their National 
Assistance reduced to the extent that they had benefited 
from the recent increase in family allowances.—Mr. Jonun 
Boyp-CaRPENTER replied: It has always been the case that 
increases of income of this sort are taken into account by 
the National Assistance Board in assessing need. Mr. Ferny- 
HouGH: Is not the Minister aware that, when family allow- 
ances were introduced, one of the reasons advanced was 
that they were compensation for the increase in the price 
of bread and milk and that the money was given in the 
form of family allowances because large families tended to 
suffer poverty ? Is he aware that people on National Assistance 
are in poverty ? Mr. Boyp-CarPeENTER: As far as persons 
on National Assistance are concerned, that is a matter of 
their receiving the appropriate scales recommended by the 
National Assistance Board. 


Deaths from Leukzemia 


The number of deaths in England and Wales from leukemia 
has risen from 1347 in 1945 to 2224 in 1955, 





1220 THE LANCET] OBITUARY—BIRTHS, 
Obituary 
EDWARD ALFRED COCKAYNE 
O.B.E., D.M. Oxfd, F.R.C.P 
Dr. E. A. Cockayne, consulting physician to the 


Middlesex Hospital and to the Hospital for Sick Children, 
Great Ormond Street, died on Nov. 28 at the age of 76. 

He was educated at Charterhouse and Balliol College, 
Oxford. After taking first-class honours in the natural 
science school in 1903 he continued his medical studies 
at St. Bartholomew’s Hospital, where he was awarded 
the Brackenbury scholarship. He graduated B.M. in 
1907 and held house-appointments at Barts and at 
Great Ormond Street before he was appointed to the 
staff of the Victoria Hospital for Children. In 1909 he 
took the M.R.c.P. and in 1912 the D.M. In 1913 he was 
appointed physician to outpatients at the Middlesex. 
During the 1914-18 war he served with the Royal Navy. 
In 1916 he was elected F.R.c.P. and on his return 
to civilian life he was elected physician to outpatients 
at Great Ormond Street. 

During the next twenty years he continued to write 
papers on general diseases of children, but diseases of 
heredity claimed his special interest and in 1933 he 
published his book on Inherited Abnormalities of the 
Skin and its Appendages. He included under this title 
teeth, hair, and nails, and the monograph represented 
an immense amount of labour spread over years. In 
1937 he dealt with another aspect of his chosen subject 
when he gave a Bradshaw lecture to the Royal College of 
Physicians on the genetics of transposition of the viscera. 
For many years he was treasurer to the Royal Society 
of Medicine, and from 1943 to 1945 he was president 
of the Royal Entomological Society. 


P. R. E. 


This afternoon, when on the point of giving up the attempt 
to see the optic dises of an antagonistic child, I remembered 
Dr. Cockayne many years ago peering into the eyes of an 
infant whose malady registrar and house-physician had been 
unable to diagnose. At last he stood up, a little flushed, 
and said “I caught only a glimpse, but I think they’re 
abnormal.’’ He then made a correct diagnosis of diffuse 
pontine tumour. Cockayne’s influence, once felt, lasts a 
clinical lifetime, so I continued to wait and watch for the 
dise to flash into view. Later in the afternoon a voice on a 
telephone told me of his death. 

His impact on medical students was slighter; he was 
not @ particularly impressive teacher on a ward-round, but 
he evoked great affection and respect from his registrars and 
residents. Alert and inquisitive, there was something bird- 
like about him; but one never knew which bird to expect, 
the eagle, the raven, or the sparrow. His humour was often 
concealed: he must have enjoyed writing in a testimonial 
“He is the best house-physician I have ever had at Great 
Ormond Street ’’ without revealing that the subject of the 
tribute was the only house-physician he had ever had at 
that hospital. In those days none but the full physicians had 
beds and Cockayne worked in outpatients for fifteen lean years 
before his turn came. He left treatment entirely to the house- 
physician, but he was the finest pediatric diagnostician 
of his time. To be examined by him in Conjoint medicine 
on a case sent up as untreated cretinism was a lesson in critical 
observation ; in the Examination Hall he had recognised the 
condition to be the newly described osseochondrodystrophy 
of Morquio. After a ward round he would sometimes talk, 
but it was difficult to get him going. A carefully timed question 
about events in Archangel during the Russian revolution might 
provoke only the comment that it was very cold, terribly 
cold (rubbing his hands and hunching his shoulders as he 
spoke), or it might lead to a lively account of the actions of 
the Russian admiral (whose fleet was still loyal to the Czar) 
when an English officer out duck-shooting accidentally fired 
through the window of the admiral's cabin. 


writes : 


Early in his career Cockayne was spoken of as someone 
who was more notable in entomology than in medicine. 
This may have detracted from his professional reputation : 
towards the end of his life he felt this, yet his medical achieve- 
ments were considerable. Three that come readily to mind 


are the recognition of catarrhal jaundice as an infectious 
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disease, the delineation of a new sort of dwarfism, and a 
book that is still after a quarter of a century the standard 
work on inherited abnormalities of the skin. His transcendent 
diagnostic ability was as great in common as in rare diseases, 
but of the latter he developed a special knowledge because 
of their importance in the study of heredity, the subject which 
united his scientific interests in man and insect. He was a 
biologist, he was a character, he is unforgettable. 


WILLIAM BUCKLEY 
M.A., M.B. Camb., F.R.C.S. 


Mr. W. Buckley, thoracic surgeon to the City Hospital 
and associate thoracic surgeon to the General Hospital 
in Nottingham, died on Nov. 14 at the age of 53. 

He studied medicine at St. John’s College, Cambridge, 
and at St. Bartholomew’s Hospital, and qualified in 
1928. After holding house-appointments to Sir Geoffrey 
Keynes and Mr. Harold Wilson at Barts, and taking the 
primary part of the F.R.c.s., he entered general practice 
in Worksop and at once was appointed to the honorary 
staff of the Victoria Hospital. Although engaged in a busy 
and successful practice he never lost his interest in 
surgery, and in 1934 he completed the examination for the 
F.R.C.S. Ten years later he decided to gjve up general 
practice and obtained an appointment as a surgeon in 
the Emergency Medical Service with Professor Kilner at 
Stoke Mandeville Hospital. 

His special interest had always been thoracic surgery 
and he had assisted at chest operations whenever he 
could find the time to travel to one of the regional centres. 
At the end of the war he joined Mr. George Mason’s 
thoracic surgical unit at Shotley Bridge, and a year later 
he was appointed assistant thoracic surgeon to the City 
Hospital, Nottingham, and in 1948 was appointed 
consultant in charge of the unit. Under Buckley’s 
direction the unit grew into an area centre for thoracic 
and cardiac surgery, and he visited other hospitals and 
held outpatient clinics over a wide area. He also was 
appointed to the surgical staff of the Nottingham General 
Hospital. 

W. M. writes: 


Buckley saw a great future for cardiac surgery and he 
travelled to centres in this country and in America to familiar- 
ise himself with the latest techniques of operation on the 
heart. He was an enthusiast in everything he did and he 
invented several instruments. A year ago he had his first 
heart-attack, and though he himself knew the prognosis he 
returned to work as soon as his physicians would allow him. 
It was tragic that his death should occur just when he was 
reaching surgical maturity in his specialty. His surgical 
colleagues held him in esteem as a skilled operator, and 
physicians respected his opinion on chest conditions. He had a 
friendly and unassuming manner and a quiet humour. His 
wide understanding of his fellows was reflected in the sureness 
of his judgment about when and when not to operate. 


Mr. Buckley leaves a widow and a son. 


Prof. MATTHEW STEWART 
D.T.S. writes : 


Pathologists in New Zealand remember with affection the 
visit of Matthew Stewart in 1951. He took part in our annual 
conference, giving several papers and making valued and 
authoritative comment on those given by others. And he gave 
a long-to-be-recalled after-dinner recitation. During his tour 
of the country he helped many of us by giving his opinion on 
histological problems—*“ getting all the fun without the 
responsibility *’ as he put it. Asked to do a demonstration 
post-mortem on a most unpromising subject he ended three 
hours’ work with a list of 21 morbid-anatomical findings. The 
interest and affection he kindled has been kept aflame by 
numerous letters since, so that even we who knew him so 
briefly miss him as a friend and feel we share in the loss to 
British pathology. 


Births, Marriages, and Deaths 


BIRTHS 


WHEELDON—On Noy. 18, in Plymouth, to Rhianon, wife of Francis 
Tasker Wheeldon, F.R.C.S.—a son. 











Notes and News 


MEDICAL REFUGEES 


THE refugees from Hungary who have so far reached this 
country include ten or a dozen doctors, some with their wives 
and a few with other members of their families as well. Part 
of this group is housed, along with other refugees, in a transit 
camp near London. Doctors may wish to offer temporary 
accommodation to one or more of them; and we shall be 
glad to forward offers (which must include a guarantee of 
accommodation for a month) addressed to this office. 


ROYAL SOCIETY 

In his anniversary address on Nov. 30, Sir Cyril Hinshel- 
wood, P.R.S., spoke of the early days of the society when all 
the fellows could understand everything that went on. But 
range and diversity, he suggested, had been available at the 
price of superficiality and incoherence. Today the whole had 
more structural unity; yet often “it seems so vast and 
labyrinthine that we get lost if we venture beyond our own 
small locality, which itself reveals subtleties and complexities 
multiplying almost without limit the more closely we look.” 
In his view the process of elaboration was not quite irreversible. 
At one time the segregation of the physical and the biological 
sciences, which was reflected in the dichotomy of the society 
itself, could scarcely have been more complete. But, he 
suggested, the lines of demarcation were now gradually 
vanishing. As examples of fusion he cited the interpretations 
of nerve-action in terms of ionic flow and of cortical events 
in terms of spatio-temporal patterns of neuronal activity, 
and the analogies between the working of the brain and the 
operations of electronic calculators. The disentangling of such 
complicated and fascinating relationships would demand 
close coéperation of the A and B sciences of the society, 
‘““To the highly ingenious models of structure,’ he ended, 
‘“‘ must be added equally illuminating models of function.” 

Sir Cyril was re-elected president. Elections of medical 
fellows included Prof. G. L. Brown as biological secretary, 
and Brigadier J. S. K. Boyd and Prof. J. 8. Mitchell as members 
of the council. 


OCCUPATIONAL DERMATITIS 


A CONFERENCE on the prevention of occupational dermatitis 
was held at Brighton on Nov. 17 under the auspices of the 
Mid-Sussex Joint Advisory Council for Occupational Health. 

Dr. J. H. Twiston Davies (Manchester) asserted that 
occupational dermatitis hardly existed. Dr. L. P. Bourne 
contested this, referving to the long-term hazards of tar. 
His firm did not exclude workers with skin disease, but they 
were carefully instructed in the measures designed for their 
welfare. Dr. Sybil Horner, deputy senior medical inspector 
of factories, said that the employer must be aware of the 
hazards to which his workers were exposed, and consider 
their whole environment. Early dermatitis could be detected 
by routine inspection—e.g., by a foreman or first-aid worker. 
Dr. H. Alexander suggested that occupational dermatitis 
should be compulsorily notifiable. Dr. E. M. Donaldson 
regarded “‘ industrial dermatitis ’’ as a doctor-made disease 
due to confusing remarks made to the patient. 


CHILDBEARING IN THE HOME 


LikE the College of General Practitioners,’ the Society of 
Medical Officers of Health has submitted to the Cranbrook 
Committee a memorandum on maternity services. The 
society agrees with the Guillebaud Committee that these 
services ‘“‘ are in a state of some confusion ’’’ and that more 
coérdination is needed leading to a comprehensive maternity 
service. Among the defects of the present system the mem- 
orandum names the lack of clearly defined means by which, 
in an emergency, one part of the service can get information 
from another ; the uneven use of hospital beds, which means 
that some areas are overfull; inadequate arrangements for 
following up women who do not keep their antenatal appoint- 
ments ; and the lack, in some places, of health education for 
pregnant women. 

Two themes are emphasised—the importance of health 
education and the advantages of home confinement. It is 
unlikely (the memorandum says) that hospital building will 
increase enough to enable all confinements to be in hospital. 
The alternatives are (1) a large proportion of home confine- 


1. Lancet, Nov. 17, 1956, p. 1056. 
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ments, and (2) discharge of mothers from hospital a few days 
after their labour. Early discharge leads to a discontinuity of 
medical and nursing care in the puerperium. Further, if the 
mother went to hospital because her home was unsuitable for 
the confinement, it will probably be equally unsuitable for 
the puerperium. 

Confinement at home, in suitable cases, should be encour- 
aged for more positive reasons. Continuity of care through 
pregnancy, labour, and puerperium is preserved ; education 
is more natural, and the midwife and health visitor make a 
better team, outside hospital; the risk of infection is less ; 
the family is not split up ; and there is less tendency to regard 
childbirth as an illness. 

To ensure the best possible care, every woman to be con- 
fined at home should book a doctor; he can codperate with 
the midwife, and will know something of the mother in case 
he is called in an emergency. Postgraduate instruction in 
obstetrics should be increased, and in a group practice there 
should be at least one doctor who has made a special study of 
obstetrics. The statutory minimum of antenatal examinations 
should be increased, and midwives should be present when 
they are made. The local health authorities should continue 


’ to provide domiciliary midwives, many of whom are married 


and play a unique part in the services. They should also offer 
a full range of blood tests and a dental follow-up, and their 
health-education services should be increased and provided 
for all expectant mothers. 


THE WELFARE OF SPASTICS 

“ome months ago we referred! to the desirability of a 
merger of the two voluntary bodies actively concerned with 
the welfare of spastics—the British Council for the Welfare 
of Spastics and the National Spastics Society. At the instiga- 
tion of the Archbishop of Canterbury, negotiations took 
place between the two societies under the independent 
chairmanship of Sir James Brown, of the Church Com- 
missioners, with a view tc amalgamation ; but these negotia- 
tions ultimately broke down, because the societies differ 
on the question of government. The British Council for the 
Welfare of Spastics is composed mainly of professional members 
and works through official organisations such as the Ministry 
of Education and hospital authorities. It is a stately, cireum- 
spect body which wants to fit into the general pattern of 
charitable societies and keep the good will of Government and 
professional institutions; and it has done much, which 
cannot be recorded on a financial statement, to promote the 
interest of local authorities, hospitals, and other institutions 
in the needs of spastics and in the various methods that 
have been found helpful in their care. The National Spastics 
Society, on the other hand, is an eager, pulsating association 
of parents which leaves no source untapped which will enlarge 
its resources. Some people feel that its methods are too 
robustious, but at any rate it wins popular support; it 
gets things done ; and it sets out boldly on medical research. 
It is a pity that the two bodies cannot work together; but 
clearly both can be useful. 


University of Oxford 

On Nov. 24 the degree of B.M. was conferred on J. D. C. 
Kelly. 
Royal College of Physicians of London 

Dr. R. M. B. MacKenna, will give the Watson Smith lecture 
on Thursday, Jan. 10, on acne vulgaris. Dr. W. D. W. Brooks 
is to deliver the Marc Daniels lecture on Tuesday, Jan. 15. 
He is to speak on the prevention of tuberculosis. Dr. Raymond 
Daley will deliver the Goulstonian lectures on Thursday and 
Tuesday, Jan. 17 and 22. His subject is to be the autonomic 
nervous system in its relation to some forms of heart and lung 
disease. All the lectures will be held at the college, Pall Mall 
East, S.W.1, at 5 p.m. 


Harveian Society of London 

The Buckston Browne prize for 1956 has been awarded 
to Dr. I. McD. G. Stewart, for his essay on hypertension. 
Dr. G. 8. C. Sowry and Dr. E. G. McQueen were named 
proxime accessit. 
Industrial Injuries Advisory Council 

On the expiry of their term of office the following medical 
members of this council have been reappointed: Prof. R. E. 
Lane, Mr. Alexander Miller, and Dr. L. G. Norman. Dr. D. G. 
Morgan has been appointed a member. 


1. Lancet, 1956, i, 619. 
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International Conference of Geographical Pathology 

The main theme of this conference, which is to be held in 
Paris from July 9 to 11 under the presidency of Prof. Jacques 
Delarue, will be the geographical pathology of gastroduodenal 
Further particulars may be had from Dr. J. P. 
21 avenue Pierre ler de Serbie, Paris, 16. 


ulcers. 
Hardouin, 


Oxford Graduates Medical Club 

The winter dinner of this club will be held at the Royal 
College of Surgeons, Lincoln’s Inn Fields, London, W.C.2, 
on Friday, Jan. 25, at 7.30 p.m. Dr. Alice Carleton will be | in 
the chair. Tickets (25s.) may be had before Jan. 21 from 
Mr. Selwyn Taylor, 3, Roedean Crescent, Roehampton, 8.W.15. 


Advisory Committee on Handicapped Children 

Mr. E. 8. Evans, medical superintendent of the Lord Mayor 
Treloar Orthopedic Hospital, Alton, has been appointed 
chairman of this committee on the retirement of Sir Frederick 


Messer. The other medical members of the committee are 
Dr. G. M. Gibson and Prof. A. G. Watkins. 


An annotated bibliography on health education has been prepared 


by W.H.O. and published by UNeEsco as no. 19 of its Educational 
Studies and Documents (Health Education: A selected Biblio- 
graphy. H.M. Stationery Office. Pp. 45. 2s.). 


Diary of the Week 


DEc. 9 To 15 
Monday, 10th 
POSTGRADUATE MEDICAL SCHOOL OF LONDON, 
ip.m. Prof. A. W. Woodruff: Ameoebiasis. 
MANCHESTER MEDICAL SOCIETY 
9 p.m. (Medical School.) (eneral Practice. Dr. Margaret I. Platt : 
Effect of Family Tensions on Physical Health. 


Ducane Road, W.12 


Tuesday, 11th 
ROYAL COLLEGE OF PHYSICIANS OF LONDON, 
5 p.m. Dr. Terence East: History of Cardiology. 
FitzPatrick lectures.) 
ROYAL Society OF MEDICINE, 1, Wimpole Street, London, W. : 
5.30 p.m. Experimental Medicine and The rapeutics. Prof. H. 
Burn, F.R.8.: Experimental Fibrillation and Lon vow hty 


Pall Mall East, 8.W.1 
(First of two 


8S PM. Psyc aire. Prof. Walter Freeman (U.S.A.): Twenty 
Years of Leucotomy. 
Str. Mary’s HosprraL MrpvIcAL Scnoo.n, Paddington, W.2 
5 em. Dr. J. D. W. Pearce: Psychoses of Pregnancy, Labour, 


and Puerperium. 
INSTITUTE OF DERMATOLOGY, Lisle Street, W.C.2 
5.30 pM. Dr. G. C. Wells: Pigmentation. 
MANCHESTER MEDICAL SOCIETY 
5 p.m. (Clinical Sciences Building, York Place, Manchester, 13.) 
Surgery. Mr. Reginald Broomhead : New Hips for Old. 


Wednesday, 12th 


ROYAL Qesanen or SURGEONS OF ENGLAND, Lincoln’s Inn Fields, 
Ww. 


2.30 Ras Prof. I. S. Ravdin (Philadelphia) : 
Disease- Surgical Steps Toward Solution. 
lecture.) 

ROYAL SocreTy OF MEDICINE 
4.20 p.m. Physical Medicine. Sir Reginald Watson- Jones, Dr. 
Basil Kiernander, Squadron-Leader P. J. | vic holls, 
Squadron-Leader J. L. Milligan, Squadron- Leader C. B. 
Wynn Parry: Rehabilitation in the Royal Air Force. 
POSTGRADUATE MEDICAL SCHOOL OF LONDON 
2 P.M. Dr. R. I. 8S. Bayliss: Laboratory 
Endocrinology. 
ROYAL INSTITUTE OF PUBLIC 
Place, W.1 
3.30 P.M. Dr. W.S. C. Copeman : 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. R. H. Meara: Allergic Reactions of the Skin. 
INSTITUTE OF DISEASES OF THE CHEST, Brompton, 8.W.3 
5 p.m. Dr. J. G. Scadding: Sarcoidosis. 
INSTITUTE OF NEUROLOGY, Nationa) Hospital, Queen 
Effect on Hearing 


Complexity of Liver 
(Moynihan 


Investigations in 


HEALTH AND HYGIENE, 28, Portland 


Rheumatic Diseases. 


Square, 
Londen, W.1 
5.30 p.m. Dr. Harold F. Schuknecht (Detroit): 
of Lesions of the Acoustic Nerve. 
EUGENICS SOCIETY 
5.30 p.m. (Royal Society, Burlington House, W.1.) Dr. J. W. B. 
Douglas: Effects of Maternal E mployment on the Health 
and Development of Young Children. 
NOTTINGHAM MEDICO-CHIRURGICAL Society, 64, St. 
Street, Nottingham 
8.30 p.m. Dr. W. T. Cooke: Diagnosis cf Diarrhcea. 
MANCHESTER MEDICAL SOCIETY 
4.30 p.m. (Med cal Scho 1.) Pathology. Dr. R. E. O. 
Epidemiology of Streptococcal Infection. 
ROYAL COLLEGE OF SURGEONS OF EDINBURGH, Nicholson Street, 
Edinburgh, 5 
3.30 p.m. Mr. D. H. Patey : Influence of Anatomy on the Surgery 
of the Salivary Glands. 


Thursday, 13th 


ROYAL COLLEGE OF PHYSICIANS OF LONDON 
5 P.M. Dr. East: History of Cardiology. 


James's 


Williams : 


(Second of two 


FitzPatrick lectures.) 


DIARY OF THE WEEK——-APPOINTMENTS 
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ROYAL COLLEGE OF OBSTETRICIANS AND GYNAXCOLOGISTS, 58, Queer 
Anne Street, W. 
5 p.m. Dr. H. F. Bettinger (Melbourne): Unexpected Maternal 


Deaths without Obvious Gross Organic Lesions. 
(J. Fairbairn lecture.) 
ROYAL SOCIETY OF MEDICINE 
eo hs Mr. L. H. Savin, Mr. H. C. Weston, Dr. 
J. Smeed: Visual Problems of Night Driving. 
Roy a gos TE wy OF TROPICAL MEDICINE AND HYGIE NE, 26, Portland 
Place, W. 
.30 P.M. itr. J. R. Busvine, pD.sc.: Insecticide-resistant Strains 
of Insects of Public Health Importance. 
INSTITUTE OF DISEASES OF THE CHEST 
5 P.M. Dr. Beryl Barsby : Endobronchial Tuberculosis. 
INSTITUTE OF DERMATOLOGY 
5.30 p.m. Dr. C, D. Calnan: Drug Allergy. 
ALFRED ADLER MEDICAL SOCIETY 


vo P.M. 


8 pM. (11, Chandos Street, W.1.) Dr. N. R. Beattie: Menta? 
Hygiene. 
NUFFIELD ORTHOPADIC CENTRE 
8.30 P.M. (Wingfield-Morris Orthopedic Hospital, Oxford.) 


Mr. K. I. Nissen: 
Syndrome. 
MANCHESTER MEDICAL SOCIETY 
8 P.M. (Medical School.) Anesthetics. Dr 
of Junior Anzesthetists. 
HONYMAN GILLESPIE LECTURE 
5 p.m. (University New Buildings, Teviot Place, 
Dr. L. P. Duncan: Oral Insulin Substitutes. 
UNIVERSITY OF ST. ANDREW’S, Queen’s College, Small’s Wynd, 
Dundee 
5 p.m. Dr. A. S. Stewart: 


Friday, 14th 
HEBERDEN SOCIETY 
2.30 p.m. (University College Hospital Medical School, W.C.1.) 
Opening of two-day annual general meeting. 
West KENT MEDICO-CHIRURGICAL SOCIETY 
8.45 p.m. (Miller General Hospital, S.F.10.) Sir Russell Brock : 
Cardiac Surgery. (Purvis oration). 
MIDLAND CENTRE FOR NEUROSURGERY, Holly 
near Birmingham 
8 p.m. Mr. R. T. Johnson: 


Carpal Tunnel or Acropareesthesize 








+ Angus Gray: Training 


Edinburgh. > 


Leukemia in Childhood. 
‘ 


Lane, Smethwick, 


Anatomy of Hydrocephalus. 


Appointments 


BRYDONE, WILLIAM, F.R.C.S.E.: consultant surgeon, West Fife 
group of hospitals. 

Couns, G. m.D. Glasg.: deputy 
Barnwood House, Gloucester. 

JENNINGS, R. C., M.D. Lond., DIP.PATH.: consultant group patho- 
logist, North and Mid Chester group of hospitals. 

Mayer, J. L., M.B. Glasg.: M.O., Beckton gas works. 

PATERSON, WILLIAM, M.B. Leeds, F.R.C.8. : consultant E.N.T. surgeon, 
North and Mid Cheshire group of hospitals, Manchester Ear 
Hospital, and W dene Hospital. 

STEWART, ws Glasg., F.R.F.P.8., D.P.M.: physician- 
superintendent and conntank psyc hiatrist, Kingne at Hospital, 
Newmachar, Aberdeenshire. 


Birmingham Regional Hospital Board : 
Beas, W. G. A., M.B. Glasg., D.P.M. 
Shrewsbury group of hospitals. 
BucHan, A. P., M.B. Aberd., D.P.H., D.P.M.: consultant psych- 
iatrist and medic al supe rintendent, St. Margaret’ s Hospital, 
Great Barr. 

CALDWELL, W. G. D., M.D. Dubl., M.R.c.P.1.: consultant patho- 
logist, Birmingham (DudJey Road) group of hospitals. 

HAZELL, KENNETH, M.R.C.P., D.P.M.: part-time gerontologist, 
Walsall and Wolverhampton groups of hospitals. 

Hoitmes, J. G., M.D. Camb., M.R.C.P.: part-time consultant 
dermatologist, Coventry and South Warwickshire groups of 


medical superintendent, 


assistant psychiatrist. 


hospitals. 
HUTCHINSON, E. C., M.D. Manc., M.R.c.P.: part-time consultant 
neurologist, Stoke-on-Trent group of hospitals and the 


Midland Centre for Neurosurgery. 

McCoLL, KENNETH, M.B. Glasg.: assistant psychiatrist, Bir- 
mingham (Mental E) group of hospitals. 

Trssits, J. C. N., M.B. Birm., D.P.M:: assistant psychiatrist, 
Birmingham (Mental A) group of hospitals. 

ZOLLMAN, L., M.D. Prague, D.P.M.: assistant psychiatrist, Burton- 
on-Trent group of hospitals. 


Newcastle Regional Hospital Board : 
BENNETT, R. M.B. Birm., F.R.C.S. cee E.N.T. surgeon, 
Durham and North- west Durham H.M.C, 
Birp, THOMAS, M.D. Durh. consultant oat hologist, 
upon Tyne group of hospitals. 
Hotroyp, G. T., M.R.C.S., D.M.R.D.: 
Durham H.M.Cc. 
Torr, G. A., M.D. Vienna : 
Colonial Appoint ae 
COLE MAN, , F. J. J., M.B. Lond. : M.o., 
Jamaica. 
GospEN, MINNIE, 0.B.E., M.B. Lond.: pathologist, Fiji. 
HooGEewerr, P. E., M.B. Lond.: M.o., Kenya. 
KEENAN, G. A. C., M.B. Dubl.: M.o., Sierra Leone. 
MoGarrery, J. B., L.R.c.8.1.: district M.o., 
St. Vincent. 
Mirra, P. K., 
Mauritius. 
Smitn, W. DUNBAR, M.B. Glasg.: M.O.H., Jamaica. 
STEWARD, R. V., M.B. Lond.: M.o., British Guiana. 
VALANTINE, A. 5., M.B. Camb.: M.O., Sierra Leone. 
WATERMAN, A. A., M.R.C.S.: M.O. (grade C), Trinidad. 
WittrenooM, R. H., M.B.: district M.o., Bahamas. 
WOLVETANG, H., M.p. Amsterdam: M.o., Gold Coast. 


Newcastle 
consultant radiologist, 


senior casualty officer, Tees-side H.M.c. 





Turks and Caicos Islands... 


Windwards, 


M.B. Calcutta, p.a.: specialist anesthetist,. 
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Gypso 


has stood 


the test of time 
i i] 


Soaks more readily than hand-rolled 
bandages. 


Sets firmly in four to five minutes. 


Stronger yet less brittle than ordinary 
plaster. 


Casts have porcelain-like surface. 
Casts are porous. 


Trimmed edges do not crumble and 
casts have a neat appearance. 


Casts may be bivalved, or cut open 
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and sprung apart without loss of 
strength. 


Exact number of bandages for a 
particular cast can be determined 
beforehand. 
Special interlocked woven cloth 
permits easy moulding. 
High plaster content—90% of plaster 
by weight. 


Will keep for a very long time with- 
out deterioration when stored in a 
dry place. 


The absence of loose powder and the non-fray edges 
of the specially-woven leno cloth base of Gypsona 
bandages providesa distinct advantage over hospital- 
made bandages. 

In performance, the superiority of Gypsona is even 
more marked. The high plaster content is fixed to the 
fabric by a special process, and there is a negligible 
loss of plaster when the bandage is soaked. A sur- 
prisingly small amount of material will produce a 
cast which is light, but of great strength. 

Gypsona is by far the most economical plaster for 
the modern functional treatment of fractures. 


TRACE MARR 
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| When they’re convalescing 





A little 
MOUSSEG 


does them a lot of, Good 


Moussec is a perfect natural sparkling stimulant 





for cases of mental depression, debility and 
; eth i general apathy. Produced only from specially 
i BP selected grapes by the entirely natural process of 
LPR double fermentation and free from fortification by 


any form of spirit it is purity and goodness itself. 
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THE BABY BOTTLE (ONE-GLASS SIZE) 

is both adequate and economical. It ensures that 

the patient gets the benefit of Moussec always in 

its freshest, most sparkling form. 

Baby Moussec is obtainable from all Wine 

Merchants and Licensed Grocers at 2/3. There 
are also larger sizes at 4/4, 8/9 and 16/6. 





“4 
RAL ve Ee MOUSSEC LTo RICKMANSWORTH HERTS. 
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When prescribing infra-red or ultra-violet 
rays for self-treatment... 






... remember these advantages 


of PHILIPS Health lamps 


ENMEFRAIPIRI —MODEL “B” 


This is a simply constructed and lightweight lamp that helps, 
quickly and comfortably, to relieve many ailments of a 
rheumatic nature. The patient can, after medical advice, give 
himself home treatment in a standing, sitting or lying position 
and in any room where there is an electric point. The lamp is 
obtainable only on production of a signed medical certificate. 
Price £3 .3. 0. 











EMERAIP IHN —MODEL “A” 


Basically, this is the same lamp as the one above. It has, 
however, been given a stream-lined, robust stand, the base of 
which enables the lamp to be more easily fixed to a wall and 

the rays directed downwards. INFRAPHIL is particularly 
suitable for sportsmen and athletes, who will use it as an aid 
to massage and for the relief of sprains, bruises and muscular 
fatigue. Obtainable on medical certificate only. Price £4. 4. 0. 








Ultra-Violet SUNLAMDP 


Compact and attractive in appearance, this Philips ultra-violet 
lamp has the double advantage of portability and 
manoeuvrability. It is simple and-safe for your patients to use, 
under Medical Guidance, in the comfort of their own home. 
Goggles are, of course, essential and these are provided with 
the lamp. Again, a signed medical certificate is necessary 

for purchase. Price £5.17. 6. 





We shall be glad to supply further details of any of 
these lamps. Please address your enquiries to: 


@) PHILIPS ELECTRICAL LIMITED 


ELECTRICAL APPLIANCES DIVISION + CENTURY HOUSE + SHAFTESBURY AVENUE * LONDON: we 
(INFros8) 
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AIRSONIC LTD. 


have pleasure in announcing 


that the 





REFERENCES 


Lancet, 1, 1050 (1956) 


Lancet, 2, 1027 (1956) 


and designed by 
LIONEL FOTHERGILL, LONDON 


is now available 









ele SUB - MINIATURE 
ELECTRONIC STETHOSCOPE 


Descriptive literature 
obtainable from: 
AIRSONIC LTD 

14 Old Queen Street 
London, S.W.|! 

Telephone : TRAfalgar 2255/67 
Telegrams : Airsonic, Parl, London 
Cables: Airsonic, London 
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CETRIMIDE SHAMPOO 
MASTERS DANDRUFF 


SEBODERM contains 15.6% Cetrimide B.P., the 
quaternary ammonium proved by research and pre= 
scribed by the medical profession as most effective in the 
specific treatment of dandruff and the more serious 
sebor:hoeic dermatitis. 

- perhaps the most valuable recent 




























A addition to therapy (of scurf or dandruff) has 

. . . IN DANDRUFF A been the introduction of detergents such as 

v cetrimide, which may be used alone or be 

SINGLE WEEKLY incorporated in shampoos, soaps, or lotions.” 

TREATMENT IS NORMALLY les (1956) Brit. Med. 7., ii, 92. 
SUFFICIENT TO ENSURE SEBODERM also contains 15.6% Cetyl Alcohol B.P. and 


COMPLETE CONTROL \ 1% Lanolin, and as a creamy and pleasing shampoo 


leaves the hair soft, silky and clean. 


Literature and professional sample will gladly be sent on request. 
PRIORY LABORATORIES LTD. Pyramid works - WEST DRAYTON - MIDDX. 








When a child needs 
a sedative..... 


Whether for analgesic or anti-pyretic purposes, 
Angiers is the ideal form of aspirin and readily taken 
by the youngest patient. 

The tiny pink tablets are sweet and orange flavoured, 
pleasant to suck or chew and easy to swallow. They 
are promptly effective since they disintegrate as 
rapidly in the stomach as they do in milk or water. 
Each tiny tablet contains exactly 1.25 grains of pure 
Acid Acetylsalicylic with 1.50 grains of Di-Calcium 
Phosphate to ward off Salicylic-irritation 
of sensitive little stomachs. 












THE . ke 
jumior | Angiers ; 


1s Speciall 
Dispensing pack (S00 tab- —n P y 
lets) 6/-. Also at all chemists made for 
in bottles of 50 tablets at children 
1/7 ine. pA. 











LONDON S.E.1. 


CVS-21 
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THE ANGIER CHEMICAL COMPANY. Proprietors: Bristol-Myers Company Ltd. 
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Severe Varicosities 
and Sprains 


demand the firm concentric pressure of 
‘Olympic’ Hose. ‘Olympic’ Seamless 
One-way Stretch Stockings Below-Knee 


and ‘Olympic’ Seamless One-way Stretch 
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Anklets and Knee-Caps are made from 
stout or fine thread in a knitted fabric 
which incorporates elastic yarn. 
‘Olympic’ are the only one-way- 
stretch elastic hose with a 


fashioned insert. 


OLYMPI ONE-WAY STRETCH 
ELASTIC HOSIERY 
may be supplied against N.H.S. prescriptions 
© 
Manufactured by Everlastic Ltd. for 


FASSETT & JOHNSON LTD., 86 CLERKENWELL RD., LONDON, E.C.! 
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IF THERE IS NO ORGANIC 
DISEASE TO ACCOUNT FOR 


ENURESIS 


TREATMENT BY 
The **CHIRON’ 
NOCTURNAL ENURESIS 
ALARM 


(PROV. PAT. NO. 16125) 
IS INDICATED 


THIS TREATMENT IS BASED 
ON PAVLOV’S THEORY OF 
CONDITIONED REFLEXES AND 
HAS PROVED SUCCESSFUL IN 
90% OF CASES 
SEE LANCET, 19 FEB. 55, P. 391 & 26 MAR. 55, P. 676. 


FOR FURTHER INFORMATION WRITE TO:— 


DOWN BROS. and MAYER & PHELPS LTD. 


Surgical Instrument Makers 


32-34, New Cavendish Street, London, W.! 
Telephone : WELbeck 3764, 8573. 























ati 


Doctors’ skin 
needs NIVEA 


Nivea is a bland, emollient and 
rapidly absorbed cream which replaces the 


natural oils that are lost from the skin. 






Thus it protects the skin 
from the effect of constant 


washing and scrubbing. 


Use Nivea regularly for your hands. 
Medical pack (1lb.) 12/- inc. P.t. 


Popular pack 2/5 retail inc. P.t. 


NIVEA creme 


Nivea contains Eucerite, a mixture of solid 
alcohols rich in cholesterol and very 
closely related to the fatty substances 

in the natural secretions of the skin. 


SMITH & NEPHEW LTD Sun) WELWYN GARDEN CITY ~ HERTS 
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For professional use 








IN THE THEATRE AND IN THE SURGERY 


WRIGHT’S 


COAL TAR LIQUID SURGICAL soap 


Wright's Liquid Surgical Soap, containing 

Coal Tar derivatives and Hezachlorophene, | 

will kill most pathogenic organisms in less 
than half a minute. 


Literature and Prices on request. 





For personal use 





IN THE HOME FOR TOILET, BATH AND NURSERY 


WRIGHT’S 


COAL TAR TOILET soap 


This fine soap, which the medical and nursing 

professions find invaluable, justly merits 

being recommended for everyday use to those 
whose health is your concern. 


Obtainable from all Chemists. 


WRIGHT LAYMAN & UMNEY LTD., 42-50 SOUTHWARK STREET, LONDON, S.E.1 














The 


Hastings 
DIAGNOSTIC 
SET 


This quite outstanding new Diagnostic Set for the examination 
of the Ear, Eye, Nose and Throat has a case moulded from 
shock-resisting bakelite, black in colour with a very hard 
scratch-resisting surface. The case has been designed by a 
well-known industrial artist and is modern, harmonious, 
pleasing and above all fitted for its purpose. 

The impervious rubber pad for the instruments is hygienic 
and is washable. It holds the instruments without shake and 
in silence. It is available either in blue or white. 

The lid is lined with a pad covered with satin finish royal blue 
PVC plastic sheeting. 

The components are the well-knows«. and well-tried Gowllands 
instruments which are entirely of non-ferrous alloys, that is are 
intrinsically unrustable, and finished with high-grade untarnish- 
able chromium plating. 





List No. 167 illustrates and describes this Set No. 3016. 


Gowlland 


ELECTRIC 
DIAGNOSTIC 
INSTRUMENTS 


Made in England and obtainable from 
all Surgical Instrument Dealers. 
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! YOu should bank 


with the 





Westminster | 








Westminster Bank Limited 
Head Office: 41 Lothbury 
London, E.C.2 





































Motorists buy the Daven- 
set Model ‘H'" Battery 
Charger for its 3 amp. 
output will keep car bat- 
teries brimiul of quick 
starting energy. Suitabie 
for 6 and 12 volt batteries 
from 200/250 voi: AC 
Mains 


Price £6 9 6 










La 4 
WS? = 
2 » b Nopypy lhettniod 
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Stuck for that last minute gift? Whether you are 
or not, all your motoring friends will agree that a 
DAVENSET Model ‘H’ is a jolly good idea— 
especially if they receive one. 


TO GIVE THE FINEST IS TO GIVE A 


HOME BATTERY 
mad = CHARGER 


PARTRIDGE WILSON & COMPANY LIMITED 
DAVENSET ELECTRICAL WORKS -— LEICESTER 
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‘You see, it’s a food drink 


as well as a nightcap!’ 





Bourn-vita is made from 
malt, milk, sugar, 


cocoa and eggs 





sleep sweeter 


BOURN-VITA 


made by CADBURYS 
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As a busy practitioner you'll need Angle- 
poise adjustable lamps for your desk and 
examination couch. At a finger touch they 
throw a concentrated light from any angle 
—where it stays— until a finger touch 
** moves it on”’. 

The desk model (1227) is a wonderful 
help in clerical work — reading, writing, 
filing, etc., and the wall model (1209A) is 
the ideal case-examination light. The 


Sole Makers: HERBERT TERRY & SONS LTD 


Is your surgery light up to date ? 


REDDITCH 





patient can be examined rapidly and 
closely from head to toe. Both models need 
only a 25 or 40 watt bulb. Write today for 
literature to Dept. 52, 


TERRY 


Regd. 


LAMP 


Pat. all countries 


Anglepoise 


WORCS 


7a66 








por sterling guality 
— Scottish Widows’ 


of COUTSe. 





THE HALL MARK OF 
STERLING QUALITY IN 
MUTUAL LIFE ASSURANCE 


SCOTTISH WIDOWS’ 
— 


28, Cornhill, B.C.3 17 Waterloo Place, $.W.1 




















CHARTS 
MODELS AND OSTEOLOGY 
NURSING & FIRST-AID CHARTS, ETC. 
ANATOMICAL MODELS 


OSTEOLOGY BOUGHT AND SOLD 
Lists on application 


H. K. LEWIS & Co. Ltd. 


136, GOWER STREET, W.C.1 
Telephone : EUSton 4282 (Ext. 21) 














VALITONE 


Soluble BARBITONE gr. 24 Stabilised 
VALERIAN m. 3, per drachm. 
The economical and effective 


SEDATIVE & HYPNOTIC 
40z. 400z. & 800z. bottles 
Prescribe on E.C.10 


Samples on signed request 


ROBERTS & CO. 


Pharmaciens 


76, New Bond Street, London, W.1. 
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ST. ANDREW’S HOSPITAL 2h" 3icndte 
NORTHAMPTON 
PreEsIDENT: THE EARL SPENCER 
MEpbIcAL SUPERINTENDENT : THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 


This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are suffering from 
incipient mental disorders or who wish to prevent recurrent attacks of mental trouble ; temporary patients, and certified patients 
of both sexes are received for treatment. Careful clinical, biochemical, bacteriological, and pathological examinations. Private 
rooms with special nurses, male or female, in the Hospital or in one of the numerous villas in the grounds of the various branches 


can be provided. 
WANTAGE HOUSE 


This is a Reception Hospital in detached grounds with a separate entrance, to which patients can be admitted. It is equipped 
with all the apparatus for the complete investigation and treatment of Mental and Nervous Disorders by the most modern methods ; 
insulin treatment is available for suitable cases. It contains special departments for hydrotherapy by various methods, including 
Turkish and Russian baths, the prolonged immersion bath, Vichy Douche, Scotch Douche, Electrical baths, Plombiéres treatment, 
etc. There is an Operating Theatre, a Dental Surgery, an X-ray Room, an Ultraviolet Apparatus, and a Department for 
Diathermy and High-frequency treatment. It also contains Laboratories for biochemical, bacteriological, and pathological 
research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and farm of 650 acres. 
Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and orchards of Moulton Park. Occupational 
therapy is a feature of this branch, and patients are given every facility for occupying themselves in farming, gardening, and fruit 


growing. 
BRYN-Y-NEUADD HALL . 


The seaside house of St. Andrew’s Hospital is beautifully situated in a park of 330 acres, at Llanfairfechan, amidst the finest 
scenery in North Wales. On the North-West side of the Estate a mile of sea coast forms the boundary. Patients may visit this 
branch for a short seaside change or for longer periods. The Hospital has its own private bathing house on the seashore. There 
is trout-fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis courts (grass and hard 
courts), croquet grounds, golf courses, and ~~ greens. Ladies and gentlemen have their own gardens, and facilities are 
provided for handicrafts, such as carpentry, etc 

For terms and further particulars apply to the Medical Superintendent (TELEPHONE: Northampton 4354 (3 lines)), who 
can be seen in London by appointment. 


CLIFFDEN, TEIGNMOUTH 


For the early treatment of nervous disorders and patients needing rest and care 





A well-appointed House with spacious balconiés and extensive views of the South Devon Coast. Beautiful garden and own dairy in 35 acres 
In the same grounds, ROWDENS, a comfortable house with lovely views. Private road to the beach 


There is also a charming house, EBWORTHY, MANATON, DARTMOOR, situated in 25 acres, 1100 ft. up for bracing moorland air 





Resident Physicians—BERTHA M. MULES, M.D., B.S ANNE 5S. MULES, M.R.C.S., L.R.C.P. Telephones—TEIGNMOUTH 289 and 537 
CHISWICK HOUSE HEIGHAM HALL, NORWICH 
PINNER, MIDDLESEX PRIVATE MENTAL HOME for Nervous and Mental illness. All types 
of treatment carried out. Accommodation for Alcoholics and Addicts 
Telephone : PINNER 234 available Special Geriatric Unit now open. Fees from 7 gns. per week 
upwards according to requirements 
Apply to Dr. J. A. SMALL Telephone : Norwich 20080 
Private Nursing Home for Mental end Nervous illness. = ~ im 
All modern forms of treatment. Two country houses in adjoining THE LANCET 
grounds of 5 and 6 acres respectively, 12 miles from London. Ren RE ES 
Trains every 15 minutes from Baker Street to Pinner. Annual Subscription: £3 3 0 per annum 
DOUGLAS MACAULAY, M.D., D.P.M. Special reduced rates to Medical Students and Doctors 
within 1 year of qualification. 








THE MEDICAL PROTECTION SOCIETY tumrrep 


Over 60 years experience in medical defence and protection 
Complete Indemnity granted to members in cases undertaken on their behalf 
ANNUAL SUBSCRIPTION : é1 for first three years for newly qualified entrants and £2 ‘thereafter 
Full particulars from the Secretary (Dr. Alistair French), Victory House, Leicester Sq., W.C.2. Gerrard 4553 and 4814 











Vacancies 
ACADEMIC AND EDUCATIONAL Page | Sunderland Area H.M.C. Sr. H.O.. 61 Brighton. Royal Sussex Grip, 
SECTION 52 Werwit =: H.O. x I : 8 aad = of, ‘- <* 5 
Welsh R 3. Cons. Loc um Cons. 53] Cole nester Cc. Sr. ( 57 
ee iensd Mem. W. Sr. H.O... 54 Wolverhampton. Royal. Sr. H.O. . 62 — ry Inty. Sr. H.0. ii. “*4, ro 
St. Mary Abbots, W.8. Reg... ac c Hast S . , & 
St. Nicholas, 8.K.18. Sr. H.0. :: 55 | CARDIOLOGY or ~ 
Barrow & Furness H.M.C. Reg. .. 55] age # Ossene Hosp., W.C.1. Pee Dist HM. C.’ Sr. H.0. 80 
Bristol Clinical Area. Cons... -. 53 es. Asst. (Reg.) .. ee -» 55 . . 7. @oHoa 
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Coventry & Warwickshire. Sr. H.O. 57 | CASUALTY CHEST AND TUBERCULOSIS 
Glasgow. Southern Ge am. Sr. H.O... 57 | Hampstead, N.W.3. Sr. H.O. & Finchley Chest Clinic, ae. Reg. .. 54 
Hitchin Hosps. Sr. H.¢ o> ae Pre-reg. H.O. ‘é oe .. 54] London Chest, E.2. H.O ms <=. 
Ilford & Barking nnd H.M.C. Sr. Royal Northern, N.7 Sr. H.O.’s .. 54] Plaistow, E. 13. Sr. H.O 54 
H.O. é 58 | St. Leonard’s, N.1. Sr. H.O. .. 55] Cardiff United Hosps. Reg. & Sr. H. 0. 56 
Ipswich ‘& East Suffolk. Sr. H.O.. 58] Ashton, Hyde & Glossop "H.M.C. Leeds R.H.B. Locum Sr. H.M.O. 53 
Rochdale Infy. Sr. H.O. o>» we Jr. H.M.O. .. .. 55] Leeds R.H.B. Reg 58 
Shrewsbury. Royal Salop “Infy. & Bebington. Clatterbridge. Jr. H.M.O. 55 Liverpool R.H.B. Sr. H.M.O. 53 
Copthorne. Sr. H.O. <“ .. 60] Bolton Royal Infy. Jr. H.M.O. or Skipton. raearve see Jr. H.M.O. “ 
St. Helens & Dist. H.M.C. Sr. H.O. 61 Sr. H.O. as > co  @& Sr. H.O. 61 
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Academic and Educational 


EXAMINING BOARD IN ENGLAND 
by the 

ROYAL COLLEGE OF PHYSICIANS OF LONDON 
and the 

ROYAL COLLEGE OF SURGEONS OF ENGLAND 





Notice is hereby given that the following Examinations will 
commence on the dates stated below : 
DIPLOMA IN PUBLIC HEALTH 
10th January 
DIPLOMA IN INDUSTRIAL 
10th January 
DIPLOMA IN OPHTHALMOLOGY 
6th February 
DIPLOMA IN PHYSICAL MEDICINE 
4th February 
DIPLOMA IN MEDICAL RADIO-DIAGNOSIS 
Part I—14th February 
DIPLOMA IN TROPICAL MEDICINE 
20th February 
Applications and fees for either or both Parts of an Examina- 
tion must reach the Secretary, Examination Hall, Queen-square, 
London, W.C.1, at least 21 days before Part I of the Examination 
begins. FRANCIS M. STENT, Secretary. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 


HEALTH 


AND HYGIENE 


COURT OF EXAMINERS 

Notice is hereby given that the Council, on 14TH PEBRUARY, 
1957, will elect 2 Members of the Court of Examiners. The 
Examiners who have retired in rotation, Mr. R. V. Cooke and 
Prof. C. A. Wells, do not seek re-election. 

Fellows of the College desirous of becoming candidates for 
the Office must make application, in writing, to the Secretary 
on or before Ist January, 1957. 

In addition, a proposal for the election of a temporary 
Member of the Court of Examiners will be put before the Council 
on 14th February, 1957. KENNEDY CASSELS, Secretary. 

Lincoln’s Inn-fields, London, W.C.2. 

UNIVERSITY OF LONDON 
INSTITUTE OF OBSTETRICS AND GYNASCOLOGY 
(Incorporating the teaching facilities of Queen Charlotte’s 
Maternity Hospital, Chelsea Hospital for Women and the 
Department of Obstetrics and Gynecology at Hammersmith 
Hospital) 


Applications are invited from graduates with a registrable 
qualification for enrolment for the SPRING TERM (4TH MARCH- 
Ist JUNE, 1957). Graduates attend each of the constituent hos- 
pitals in turn for clinical work, and attend lectures and special 
demonstrations at all 3 hospitals. Enrolment fee £3. Tuition 
fee 236 a term. 

General practitioners wishing further experience in obstetrics 
may be accepted to attend the course at Queen Charlotte's 
Maternity Hospital for shorter periods—i.e., 2-4 weeks. They 
will have the opportunity of attending the labour ward in 
addition to combined classes of lectures and demonstrations at 
the 3 hospitals of the Institute. Ministry of Health grants are 
payable to approved general practitioners attending for a period 
of 2 weeks. 

An INTENSIVE COURSE for those preparing for M.D. 
M.R.C.O.G. will be held from 3RD JUNE-15TH .JUNE, 1957. 

During the winter vacation, a limited number of graduates 
may attend the practice of the hospitals. 

Refresher Course for General Practitioners will be held 
from 25th February to 2nd March, 1957, and another from 
17th June to 22nd June, 1957. 

Hostel accommodation is available 
Hospital and at Hammersmith Hospital. 

Further particulars can be obtained from the Secretary, 
Institute of Obstetrics and Gynec ology, Chelsea Hospital for 
Women, Dovehouse-street, London, S.W.: 

GUY'S HOSPITAL MEDICAL SCHOOL, 

SIR ALFRED FRIPP MEMORIAL FELLOWSHIP 

Applications are invited for the Sir Alfred Fripp Memorial 
Fellowship in Child Psychology tenable at Guy’s Hospital. 
The Fellowship is open to medically qualified Men or Women 
under the age of 35, preferably with experience in pediatrics 
as well as in psychological medicine. Stipend £250 p.a. The 
appointment is for 2 years and may be held concurrently with 
a@ part-time appointment at Guy's or elsewhere. 

Applications should be forwarded to the Dean (from whom 
copies of the regulations may be obtained), together with the 
names of 3 referces, not later than 15th December, 1956. 
Candidates should submit with their applications particulars 
of their previous career and a definite scheme of advanced 
study or research to be carried out during the tenure of the 
Fellowship. 


and 


at Queen Charlotte’s 


8.£.1 


THE HEBERDEN SOCIETY 
On FRIDAY, 14TH DECEMBER, 1956, at 5 P.M. Prof. R. E. 
TUNBRIDGE, O.B.E., M.D., M.SC., F.R.C.P., will deliver the HEBER- 
DEN ORATION FOR 1956 at The Wellcome Building, Euston-road, 
London, entitled ‘‘ The Connective Tissue System.” 
— oe of the medical profession are cordially invited to 
attend. 


L.M.S.S.A. 
EXAMINATION : SURGERY, 


FINAL 14th January, lith 
February, lith March, 1957. MEDICINE, PATHOLOGY, 2lIst 
January, 18th February, 18th March, 1957. MIDWIFERY, 


22nd January, 19th February, 19th March, 1957. MASTERY OF 
MIDWIFERY, May and November. DIPLOMA in INDUSTRIAL 
HEALTH, July and December. 

For regulations apply | pene Black 
Friars-lane, London, E.¢ 


Apothecaries Hall, 
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BRITISH ASSOCIATION OF PHYSICAL MEDICINE 





A WEEKEND COURSE IN PHYSICAL MEDICINE will be held on 
25TH, 267TH and 27TH JANUARY, 195 

Further details can be obtained from the peemanare: Sec retary of 
the Association, 45, Lincoln’s Inn-fields, London, W.C.2. 


GUY’S HOSPITAL MEDICAL SCHOOL, London Br 
S.E.1. Applications are invited for the PAMBRING Mi 
MEMORIAL SCHOLARSHIP. Candidates should have com- 
pleted their preliminary training in orthopredic surgery and have 
held the post of Orthopedic Registrar in a Teaching Hospital 
and wish to prosecute further the study of orthopedic surgery 
in any of its branches either by way of postgraduate study or 
travel or by research work in orthopedic surgery. The value of 
the Scholarship is approximately £100. 

Applications, with names of 3 referees, cents be sent to the 
Dean not later than 15th December, 1956 


UNIVERSITY OF LONDON. A ee are invited for 
IMPERIAL CHEMICAL INDUSTRIES RESEARCH FEL- 
LOWSHIPS in _ Biochemistry, Chemistry, Chemotherapy, 
Engineering, Metallurgy, Pharmacology, Physics and subjects 
allied to Chemistry or Physics. The Fellowships will be of the 
value of £800 p.a. and will normally be tenable from Ist October, 
et, for 3 years in the first instance. Family allowances and 

S.S. 

Detailed regulations and application forms may be obtained 

from the Academic Registrar, University of London, Senate 
House, W.C.1. Applications must be received not later than 
30th April, 1957. 
UNIVERSITY OF LONDON. Applications are invited for 
a TURNER AND NEWALL RESEARCH FELLOWSHIP in 
Engineering, Inorganic Chemistry, Physics or aft allied subject. 
The Fellowship will be of the value of £800 p.a. and will normally 
be tenable from Ist October, 2957, for 3 years in the first instance. 
Family allowances and F.S.S.U. 

Detailed regulations and “application forms may be obtained 
from the Academic Registrar, University of London, Senate 
House, W.C.1. Applications must be received not later than 
30th April, 1957. 


THE MEDICAL WOMEN’S FEDERATION invites 
applications for THE CHRISTINE MURRELL MEMORIAL 
FELLOWSHIP AWARD, value £150, to a Woman medical 
practitioner registered in 1 of the British Commonwealth of 
Nations and on the British medical register. Awards will be 
made for research, or undertaking of secretarial expenses of 
research work, or the purchase of equipment required therefor. 
Awards will be for 1 year and be renewable for 1 or 2 further 
years. 

Form of application may be had on request to the Secret 
The Medical Women’s Federation, Tavistock House Nort. 
Tavistock-square, London, W.C.1, and should be returned not 
later than 30th April, 1957. It should be accompanied by a 
plan of the prop subject of research to be undertaken. 
The names of 3 referees should be supplied. 


THE UNIVERSITY OF MANCHESTER. Applications 
are invited for the full-time t of LECTURER IN NEURO- 
SURGERY. Salary on a scale rising to £2000 p.a. according to 
qualifications and experience. Duties to commence as soon as 
possible. The successful applicant will be required to work in 
the Department of Neurosurgery in the Manchester Royal 
Infirmary, and the Board of Governors of the United Manchester 
Hospitals may be prepared to negotiate an honorary contract 
(ungraded) with the person appointed. 

Applications should be sent not later than 3lst December, 
1956, to the Registrar, the University, Manchester, 13, from 
pe a — particulars and forms of application may be 
obtained. 


THE UNIVERSITY OF SHEFFIELD. A Graduate, with 
suitable training in physiology, biochemistry, pharmacology or 
chemistry, is required to assist in research in the Department of 
Pharmacology and Therapeutics, on the effect of drugs on gastric 
function. Salary in the range of £550-£750, depending on quali- 
fications and experience. The appointment will be for 1 year 
initially, renewable for a further 2 years. 

Applications, with details of age, qualifications and experience 
and the names and addresses of 2 referees, should be sent to the 
Registrar by 12th January, 1957. 

UNIVERSITY COLLEGE, Cork. Applications are invited 
for the post of PATHOLOGIST in the College’s diagnostic 
laboratory. The period of the appointment will be not less than 
1 year and may be renewed. Remuneration will be at the rate 

of £1500 p.a. 
For further particulars apply to— 
JAMES HURLEY, 


Hospital Services : Senior Appointments 


NORTH WEST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. ROYAL LONDON HOMEOPATHIC HOSPITAL, Great 
Ormond-street, W.C.1. (183 Beds.) 2 vacancies (SENIOR 
HOSPITAL MEDICAL OFFICER) each for 2 half-days a week 
exist on the Medical Staff of = Hospital. Candidates should be 
Fellows or Members of the Faculty of Homeopathy. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, 
Secretary, North West Metropolitan Regional Hospital Board, 
114, Portland-place, W.1, before 14th January, 1957. 


LANCASTER MOOR HOSPITAL, Lancaster. (Regional 

MENTAL HOSPITAL.) Locum ASSISTANT PSYCHIATRIST 

(Senior Hospital Medical Officer) required immediately for 

several weeks. Previous i experience essential. Salary 

according to national scale and at present 314 guineas per week, 

less residential charges. Accommodation for single person only. 
Apply Medical Superintendent. 


Secretary and Bursar. 
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BRISTOL CLINICAL AREA. South-Western Regional 
HOSPITAL BOARD. fgeie ations are invited for the appointment 
of a CONSULTANT ANASTHETIST to the Bristol Clinical 
Area. The appointment may be held on a whole-time or maxi- 
mum (9 sessions) part-time basis. The successful candidate will 
be required to work mainly at Southmead Hospital, Bristol, 
and at other hospitals in the Group, but may be required to 
visit other hospitals in the Clinical Area as determined by the 
Regional Board from time to time. At Southmead Hospital 
there are 570 beds, including 138 maternity beds, the Obstetric 
Professorial Unit of the University of Bristol being located at 
the Hospital. 

Applications (12 copies), stating date of birth, qualifications, 
and experience, together with the names and addresses of 2 
re ferees, mreuse be sent to the Secretary of whe Regional Hospital 
Board, , Tyndalls Park-road, Bristol, 8, not later than 31st 
Dec ace 1956. 

LEEDS REGIONAL HOSPITAL BOARD. 

Whole-time Locum SENIOR HOSPITAL MEDICAL 
OFFICER in Chest Diseases for an initial period of 3 months 
for duties at Killingbeck Hospital, Leeds, with regular outpatient 
=. o Morley and Carforth. Accommodation may be made 
available. 

Whole-time Locum ASSISTANT ORTHOPAEDIC SURGEON 
(Senior Hospital Medical Officer scale)—Dewsbury and Leeds. 

Whole-time Locum CONSULTANT or SENIOR HOSPITAL 
MEDICAL OFFICER in Psychiatry required for duties at 
Broadgate Hospital, Beverley, for an initial period of 3 months. 

Applications, stating age, qualifications and details of appoint- 
ments held showing dates, together with the names and addresses 
of 3 referees, to the Secretary, Park-parade, Harrogate, as soon 
as possible. 

LEEDS REGIONAL HOSPITAL BOARD. 

Part-time CONSULTANT in Pediatrics (7 notional half-days 
per week) for duties mainly at hospitals in Hull. Additional 
duties at East Riding hospitals. Person appointed to reside in 
Hull. Post vacant on Ist May, 1957. 

Part-time CONSULTANT in General Medicine (8 notional 
half-days per week). Dutie 8 mainly at Bradford Royal Infirmary 
(116 medical beds) and St. Luke’s Hospital, Bradford (235 
medical beds). Person appointed to reside in Bradford. Post 
vacant on 14th May, 1957. 

Applications (12 copies), stating age, qualifications, and details 

of appointments held showing dates, with names and addresses of 
3 referees, to the Secretary, Park-parade, Harrogate, by 19th 
December, 1956. 
LIVERPOOL REGIONAL HOSPITAL BOARD. Applica- 
tions are invited for the post of Whole-time TUBERCULOSIS 
MEDICAL OFFICER (Senior Hospital Medical Officer) with 
duties in the St. Helens and District Area. The successful appli- 
cant will work under the supervision of a Consultant Chest 
Physician and duties will include work at the chest clinics and 
chest hospitals in the area. Candidates should have good general 
medical experience and special experience in tuberculosis. 

Application forms from, and to be returned to, Dr. T. Lloyd 
Hughes, Senior Administrative Medical Officer, L ive ‘rpool 
Regional Hospital Board, 19, James-street, Liverpool, 2, to be 
received not later than 29th December, 1956. 

VINCENT COLLINGE, Secretary to the Board. 

LIVERPOOL. THE UNITED LIVERPOOL HOSPITALS. 
Applications are invited for appointment as CONSULTANT 
SURGEON. The appointment is for 5 notional half-days a 
week (although te Lg ae oe | for an indefinite period the person 
appointed will be required to undertake 6 notional half-days 4 
a week) with duties in the first instance at the Liverpool Royal 
Infirmary where the appointment will be of junior status. 
Candidates must possess a registrable qualification and Fellow- 
ae ¢ of the Royal College of Surgeons of England. 

Apply by 29th December, 1956, giving full details of present 
and previous appointments, together with the names of 3 persons 
to whom reference may be made, to the Secretary, 80, Rodney- 
street, Liverpool, 1. 


MANCHESTER. NORTH MANCHESTER HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of Locum CONSULTANT RADIOLOGIST. The post is 
immediately available. 

Applications, with names of 2 referees, by 15th December, 
1956, to Group Secretary, Crumpsall Hospital, Manchester. 


MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of Part-time (9 sessions) SENIOR HOSPITAL 
MEDICAL OFFICER (non-resident). Previous experience in 
ophthalmology essential. The tefms and conditions of service 
for hospital medical und dental staffs will apply. 

Applications, giving details of past experience and qualifica- 
tions, together with the names of 3 referees, to be addressed to 
the unde rsigned as early as possible. (Spec ial application forms 
can be obtained on request.) 

F. J. CaBLE, Secretary, United Manchester Hospitals. 

The Lodge, Oxford-road, Manchester, 13. 


NORTHERN IRELAND HOSPITALS AUTHORITY 
invite applications for a post as CONSULTANT SURGEON 
at hospitals managed by the Downpatrick Hospital Management 
Committee from Ist February, 1957. The appointment will be 
on @ part-time basis of 7 half-days per week and the terms and 
conditions will be in accordance with the application of the 
Spens report to Northern Ireland. 

Applications to be made on a form obtainable (with further 
particulars) from the Secretary, Northern Ireland Hospitals 
Authority, 44-46, Queen-street, Belfast, and to be returned not 
later than 22nd December, 1956. 

CANADA. REGINA GENERAL HOSPITAL, Regina, 
SASKATCHEWAN. Vacancy for CLINICAL PATHOLOGIST 
in active 800-Bed General Hospital. 

Reply to Director of Laboratories, Regina General Hospital, 





Regina, Saskatchewan, Canada. 


OXFORD REGIONAL HOSPITAL BOARD. Whole-time 
ASSISTANT PSYCHIATRIST (Senior Hospital Medical 
Officer) to the Pewsey Hospital (for mental defectives), Pewsey, 
Wilts, and its ancillary premises with psychiatric outpatient 
work in the Swindon area. Experience of work in a mental 
deficiency institution is essential and possession of a D.P.M. 
desirable. Married accommodation available. The Hospital 
may be visited by arrangement with the Secretary of the 
Hospital, from whom further details may be obtained. 
Applications (10 copies), stating age, experience, qualifications, 
and names of 3 referees, to reach the Secretary, Regional 
ene Board, 43, Banbury-road, Oxford, by 3lst December, 
56. 


SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the full-time post of 
DEPUTY PHYSICIAN-SUPERINTENDENT, Kingseat Hos- 
pital, Newmachar, Aberdeenshire. The post is of Consultant 
status and the officer appointed will be required to take part 
in the Psychiatric Service of the Region. Residential accommo- 
dation is available at Kingseat Hospital. 

Applications (12 copies), together with the names of 2 referees, 
should be submitted by 22nd December, 1956, to the Secretary, 
1, Albyn-place, Aberdeen, from whom further particulars of the 
appointment may be obtained. 


SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of Whole- 
time ASSISTANT PSYCHIATRIST based at Hartwood Mental 
Hospital, Shotts, Lanarkshire. Salary (at age 32 and over) on 
the seale £1575-£50-£2025. This appointment is subject to the 
National Health Service (Scotland) superannuation regulations. 
Applications (16 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western Regional Hospital Board, 64, 
West Regent-street, Glasgow, C.2, not later than 30 days after 
the publication of this advertisement. 
WELSH REGIONAL HOSPITAL BOARD. Whole-time 
Locum Tenens CONSULTANT ANASSTHETIST required 
Merthyr and Aberdare Hospital Management Committee area. 
Applications, naming 2 posneee, to Senior Administrative 
Medical Officer, Temple of Peace, Cathays Park, Cardiff. 


WELSH REGIONAL HOSPITAL BOARD. Additional 
CONSULTANT ANA®SSTHETIST, Merthyr and Aberdare 
Hospital Management Committee. Based at Merthyr General 
Hospital. F.F.A.R.C.S. essential. Successful applicant would 
be required to reside within a reasonable distance from the 
hospitals served. Optional whole-time/maximum part-time 
ae nt. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 

trative Medical Offic er, Temple of Peace, ¢ ‘athays Park, Cardiff, 
within 21 days. 
WELSH REGIONAL HOSPITAL BOARD. Consultant 
RADIOLOGIST to serve the Glantawe Hospital Management 
Committee, based at Llanelly Hospital, with visits to other 
hospitals in the Group. Optional whole-time/maximum part- 
time appointment. 

Applications (12 copies), naming 3 referees, to Senior Adminis- 

trative Medical Officer, Temple of Peace, ¢ ‘athays Park, Cardiff, 
within 21 days. 
SOUTH AFRICA. PROVINCIAL ADMINISTRATION 
OF THE CAPE OF GOOD HOPE. UNIVERSITY OF CAPE TOWN : Joint 
Medical Staff for Red Cross War Memorial Children’s Hospital, 
Rondebosch. Vacancy. 

Applications are invited from registered medical practitioners 
(registered specialists) for appointment to the following vacant 
post at the Red Cross War Memorial Children’s Hospital, 
Rondebosch, Cape Town :-— 

DEPARTMENT OF DIAGNOSTIC RADIOLOGY 

MEDICAL PRACTITIONER (Grade F) with salary £1980 
p.a. (fixed). 

In addition to the basic salary, a non-pensionable cost-of- 
living allowance is payable to whole-time officials, at present 
amounting to £234 for certain married officials and employees 
and nil for a single person. 

The conditions of service are governed by the relevant Ordi- 
nances and Kegulations as well as the agreement entered into 
between the Cape Provincial Administration and the University 
of Cape Town. 

The Joint Medical Staff is required to serve jointly the Pro- 
vincial Administration and the University of Cape Town. 

Candidates must have not less than 3 years experience after 
registration as a Specialist, and are required to furnish particulars 
in regard to the following :— 

(a) Academic achievements (degrees and diplomas held and 
the standard of achievement in professional examinations ; 
scholarships and special awards) ; 

(b) Professional experience (not only a statement of employer 
but the institution in which the individual worked and the 
type of work undertaken) ; 

(c) Names of 3 referees (1 of these should preferably be 
someone occupied in the same branch of medicine as the 
candidate), or to approach their referees to submit con- 
fidential reports to the Director of Hospital Services, 
P.O. Box 2060, Cape Town, before the closing date for the 
receipt of applications. 

Applications must be made in duplicate on the prescribed 
form, Staff 23, which together with details as regards condition 
of service and transport facilities, is obtainable from the Staff 
Gok, Room 309, South Africa House, Trafalgar-square, London, 


VThe completed application forms must be addressed to the 
Director of Hospita] Services, P.O. Box 2060, Cape Town, 
South Africa, and should reach him not later than 20th December, 
1956, if possible. 

Candidates must state the earliest date on which they can 
assume duty. 
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Hospital Services : Junior Appointments 


BROOK GENERAL HOSPITAL, Shooters Hill, Woolwich, 
S.E.18. SENIOR HOUSE OFFICER (Infectious Diseases 
Unit), vacant Ist January. This Unit provides excellent experi- 
ence and is 1 of the Regional Centres for the treatment of bulbar 
poliomyelitis. The appointment is expected to include peediatrics, 
with the opening of a new ward early in 1957. 





Apply to Group Secretary, Memorial Hospital, Woolwich, 
8.1.18. 
CHARING CROSS HOSPITAL, W.C.2. Part-time 


Senior Registrar), 
for 1 year in the 


REGISTRAR (grade : 


DEF RMATOLOGICAL 
Tenable 


non-resident. 3 notional half-days. 


first instance with eligibility for renewal. Some experience in 
dermatology essential. ; 
Application forms obtainable a the undersigned, should 


24th December, 195 
a HART, 

House Governor and Secretary to the Board. 
FINCHLEY CHEST CLINIC, 980, High-road, N.20. North 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. REGISTRAR 
required at above Clinic ; duties will include work at Highlands 
General Hospital (Chest Unit). Vacant 16th February. Good 
training in general medicine essential and experience in chest 
diseases desirable. Clinic may be visited by direct appointment. 

Application forms obtainable from, and returnable to, the 


be returned by 


Secretary, Northern Group Hospital Management Committee, 
Royal Northern Hospital, N.7, by 18th December 
GERMAN HOSPITAL, London, E.8. (General—157 


Beds.) Applications are invited for the 12-months appointment, 
vacant 4th January, of SENIOR HOUSE OFFICER (general 
surgery) and should reach the Group Secretary, Hackney 
Hospital, E.9, by 14th December, quoting GH/SHO. 
GQERMAN HOSPITAL, London, E.8. (General—157 Beds.) 
Applications are invited for the 6-months appointment, from 
23rd January, of Pre-registration HOUSE PHYSICIAN, and 
should reach the Group Secretary, Hackney Hospital, E. 2, by 
14th December, quoting GH/PHP. 

HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are invited 
from registered medical practitioners for the post of RESIDENT 
‘ASUALTY OFFICER (graded as Senior House Officer). 
Salary £745 p.a. Tenable for a period of 6 months from Ist 
January, 1957, at the Main Outpatients Department, Bayham- 
street, N.W.1. 

Application forms may be obtained from the Secretary, 

to whom they should be returned together with copies of 3 
recent testimonials, by llth December, 1956. 
HAMPSTEAD GENERAL HOSPITAL, Haverstock Hill, 
N.W.3. (ROYAL FREE HOSPITAL GROUP.) Applications are invited 
for the pre-registration post of NON-RESIDENT CASUALTY 
OFFICER (medical or surgical), vacant Ist January, 1957, 
tenable for a period of 6 months. 

Application forms may be obtained from the Secretary, 

to whom they should be returned, together with copies of 3 
recent testimonials, by llth December, 1956. 
HOSPITAL OF ST. JOHN AND ST. ELIZABETH, 
60, Grove End-road, London, N.W.8. Applications are invited 
from pre-registration or registered medical practitioners (Male) 
for the appointment of HOUSE PHYSICIAN, to become 
vacant on Wednesday, 16th January, 1957. Appointment will 
be for a period of 6 months. National Health Service salary. 

Applications to reach the Secretary on or before Saturday, 

29th December, 1956, together with copies of 3 recent testi- 
monials. 
KING EDWARD MEMORIAL HOSPITAL, Ealing. 
SENIOR HOUSE OFFICER (anesthetics) for duties at King 
Edward Memorial Hospital and associate hospitals. Resident. 
Vacant 8th January. Resident Registrar Anesthetist employed. 
Post recognised for D.A. and F.F.A.R.C.S. examinations. 

Applications, stating age, nationality, qualifications, and 
experience, with copies of up to 3 recent testimonials, to Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee, West Middlesex Hospital, Isleworth, by 18th December, 
1956 
LAMBETH HOSPITAL, Kennington, S.E.11. Applications 
are invited from pre-registration and registered medical practi- 
tioners for the position of RESIDENT HOUSE SURGEON, 
vacant 23rd January, 1957. The successful candidate will be 
required to carry out a fortnight’s locum duty starting 9th 
January, 1957. 

Application forms from the Physician-Superintendert. 

stamped addressed envelope should be enclosed. 
LONDON CHEST HOSPITAL. 2 vacancies occur 1st 
February, 1957, for RESIDENT HOUSE PHYSICIAN, 
Appointment for 6 months, 4 in London, 2 at the Country Branch, 
near Letchworth, and post graded as House Officer. Duties 
include work in the Outpatient Department and Refill Clinic, 
as well as in wards. 

Applications, stating date of birth, qualifications with dates, 
and previous appointments held, with copies of 3 testimonials, 
should reach the undersigned not later than 18th December, 1956. 

THomMas Brown, House Governor. 

London Chest Hospital, E.2. 

PLAISTOW HOSPITAL, Samson-street, London, E.13. 
Applications are invited for appointment of SENIOR HOUSE 
OFFICER (resident) to the Chest Unit and Infectious Diseases 
Unit at the above Hospital for 12 months from 30th January, 
1957. Previous experience in diseases of the chest is desirable. 
Excellent experience is afforded in the investigation of chest and 
infectious diseases cases and there are good facilities for post 
graduate study for the M.R.C.P. examination. 

Applications, with copies of recent testimonials, to M. J. 
HUNTLEY, Group Secretary, West Ham Group Hospital Manage- 
ment Committee, Stratford, London, E.15, by 19th December, 
1956. 
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LONDON HOSPITAL, Whitechapel, E.1. Applications 
are invited for the post of REGISTRAR in General Medicine 
now vacant. A higher qualification, although desirable, is not 
essential. 


Applications (12 copies), giving the names and addresses of 


3 referees, should be received by the House Governor by 21st 
December, 1956. H. BRIERLEY, House Governor. 
ROYAL _=—~ HOSPITAL, Ravenscourt Park, 


London, W.¢€ Applications are invited for the post of RESI- 
DENT SU RGIC AL REGISTRAR: appointment about Ist 
January. 1957. Gross salary—first year £850 (residential 
emoluments of £130 deductible) ; second year £965 (residential 
emoluments of £145 deductible). 

Please state age, qualifications, past and present appointments, 
and include 2 recent testimonials and/or the names of 2 referees. 
Applications should reach the undersigned (from whom further 
information may be obtained) as soon as possible, and in any 


event not later than 13th December, 1956. 
E. Lawson, Secretary and House Governor. _ 
ROYAL MASONIC HOSPITAL, Ravenscourt Park 


Applications are invited for the post of RESI- 

REGISTRAR: appointment about Ist 
Gross salary —first year £850 (residential 
second year £965 (residential 


London, W.6. 
DENT MEDIC aL. 
February, 1957. 
emoluments of £130 deductible) ; 
emoluments of 2145 deductible). 

Please state age, qualifications, past and present appointments, 
and include 2 recent testimonials and/or the names of 2 referees. 
Applications should reach the undersigned (from whom further 
information may be obtained) as soon as possible, and in any 
event not later than 13th December, 1956. 

E. LAWson, Secretary and House Governor. 

ROYAL NATIONAL ORTHOPADIC HOSPITAL, 234, 
Great Portland-street, London, W.1, and *BROCKLEY HILL, 
STANMORE, MIDDLESEX. Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER (3 vacancies) for 
a period of 6 months. 1 to commence duties at Great Portland- 
street on 8th March, 1957 ; 2 to commence duties at the Country 
Hospital, Stanmore, on 17th February, 1957, and 20th March, 
1957, respectively. 

Applications to be received by 31st December, 1956. Forms of 

application can be obtained from the House Governor at 234, 
Great Portland-street, London, W.1. 
ROYAL NORTHERN HOSPITAL, Holloway, London, 
N.7. (279 Beds.) NORTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. REGISTRAR required in the Orthopmwdic and 
Fracture Department of the above Hospital. The Department 
has a very large fracture clinic. Candidates may visit the 
Hospital by direct appointment. 

Application forms obtainable from, and returnable to, the 
Someeny, Royal Northern Hospital, N.7, by 18th December, 

956. 

ROYAL NORTHERN HOSPITAL, Holloway, N.7. Appli- 

cations are invited for 2 posts of CASUALTY OFFICER (Senior 

House Officer grade), with duties in the E.N.T. and Ophthalmic 

Departments respectively. Vacant January, 1957. Posts 
recognised for F.R.C.S. 

Applications to be sent to the Hospital Secretary by 15th 
December, 1956. _ 

SOUTH LODGE HOSPITAL, World’s End-lane, N.21. 
a ge SENIOR HOUSE OFFICER required. Previous 

i.N.T. experience desirable. Post includes general surgical 
fax Vacant 30th December, 1956. 

Applications, with the names and addresses of 2 referees, to the 
Group Secretary, Enfield Group Hospital Management Com- 
mittee, Chase Farm Hospital. The Ridgeway, Enfield. Middlesex. 
ST. PETER’S, ST. PAUL’S AND ST. PHILIP’S HOS- 
RESIDENT SURGICAL OFFICER (Registrar grade) 


PITALS. 
required for St. Philip’s Hospital on Ist February, 1957. Appoint- 
ment for 6 months with opportunity for extension. Work 


includes medical urology and opportunity for research. 

Apply in writing (12 copies), and names of 2 referees, to the 
House Governor, St. Peter’s Hospital Henrietta-street, W.C.2. 
Closing date 3lst December, 1956. 

ST. CHARLES’ HOSPITAL, Ladbroke-grove, W.10. 

(581 Beds.) Applications are invited for the undermentioned 

posts commencing Ist January, 1957. 
HOUSE SURGEONS (general), pre-registration. 

2 HOUSE PHYSICIANS (general), pre-registration. 

Applic ations, stating age, qualifications and experience, 
together with names and addresses of 2 referees, to reach Hospital 
Secretary by 18th December, 1956. 

ST. MARY'S HOSPITAL, W.2, 
METROPOLITAN REGIONAL HOSPITAL 
GENERAL HOSPITAL.) Applications are 
Part-time REGISTRAR to the E.N.T. 
successful, candidate will be required to undertake, 
possible, 8 sessions per week as follows : 

5 notional half-days—St. Mary’s Hospital and Paddington 

Green Children’s Hospital. 

3 notional half-days—Paddington General Hospital. 

Applications, stating nationality, date of birth, permanent 
address, qualifications with dates, details and National Health 
Service gradings of previous and present appointments, together 
with the names and addresses of 3 referees, should reach ALAN 
PowpitTcH, House Governor, St. Mary’s Hospital, W.2, not later 
than 27th December, 1956. 


ST. MARY ABBOTS HOSPITAL, Marloes-road, Kensing- 
ton, W.8. Applications are invited for appointment as REGIS- 
TRAR in Anesthetics. Position based at St. Mary Abbots 
Hospital, but expected to work at other hospitals in Group if 
required. Post recognised for the D.A. Resident on nights on 
duty. Position now vacant. Candidates may visit the Hospital 
by arrangement. 

Applications (5 copies) to be submitted by 21st December, 
1956, on forms obtainable from, and returnable to, Group 
Secretary (L.161), 5, Collingham-gardens, London, 8.W.5. 
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ST. MARY ABBOTS HOSPITAL, Marioes-road, Kensing- 
ton, W.8. FULHAM AND KENSINGTON HOSPITAL MANAGEMENT 
COMMITTEE. Qualified medical practitioners are invited to apply 
for the following vacancies :— 

HOUSE PHYSICIANS (2 vacancies). Provisionally regis- 

tered candidates eligible. 

HOUSE SURGEONS (2 vacancies). Provisionally registered 

ri ee *s eligible. Appointments recognised for F.R.C.S. 

HOUSE SURGEON (obstetrics and gynecology). Post 

recognised for D.Obst.R.C.O.G. in obste trics. 

Appointments commence Ist February, 1957, are resident and 
limited to 6 months. 

Applications by 21st December, 1956, on forms obtainable 

from the Hospital Secretary (L.160). 
ST. ANN’S GENERAL HOSPITAL, N.15. Applications 
are invited from registered medical practitioners for the appoint- 
ment of RESIDENT HOUSE PHYSICIAN (Senior House 
Officer) to above Hospital for duty in the Infectious Diseases 
Unit and other general duties, for a period of 6 months from 
9th January, 1957. 

Application form from Secretary, Tottenham Group Hospital 
Management Committee, The Green, N.15, to be returned 
immediately. 

ST. LEONARD'S HOSPITAL, Nuttali-street, London, N.1. 

(Acute General—192 Beds.) Applications are invited from 

registered or provisionally registered medical practitioners 

= the post of HOUSE SURGEON. Post vacant 2nd January, 
oi. 

Applications, with copies of 2 testimonials, to the Hospital 

Secretary by 22nd December, 19% 56. 
ST. LEONARD’S HOSPITAL, Nuttali-street, London, 
N.1. Applications are invited from registered medical practi- 
tioners for the post of SENIOR HOUSE OFFICER in the 
yes Ar Department, vacant 4th January, 1957. Recognised 
or , 

Apply, ‘with 2 testimonials, to Hospital Secretary by 15th 
December, 19: 56. 

ST. LEONARD’S HOSPITAL, Nuttall-street, N.1. (Acute 

General—192 Beds.) Applications are invited from registered 

or provisionally registered medical practitioners for the post 

Fr HOUSE PHYSICIAN for 6 months, commencing Ist January, 
957. 

Applications, with 2 recent testimonials, to the Hospital 
Secre ant by 22nd December, 1956. 

ST. NICHOLAS HOSPITAL, Piumstead, S.E.18. Senior 
HOUSE OFFICER (anesthetics), vacant mid-December. 
Recognised for F.F.A.R.C.S. and D.A. 6 months resident 
appointment and may then be renewed. 

PE to Group Secretary, Memorial Hospital, Woolwich, 


ST. STEPHEN’S HOSPITAL, Fulham-road, Chelsea, 
S.W.10. HOUSE PHYSICIAN (general medicine) resident 
(post- or pre-registration). Vacancy Ist February, 1957. 

Applications now, naming 2 referees, to the Medical Super- 
intendent. 

ST. THOMAS’S HOSPITAL, London, 8S.E.1. Medical 
REGISTRARS (4 vacancies), whole-time, for a period of 1 year 
in the first instance. 

Applications, naming 2 referees, to the Clerk of the Governors, 

by 2ist December, 1956. 
ST. THOMAS’S HOSPITAL, London, 8.E.1. Registrar 
to the Departments of Neurology and Psychiatry for a period 
of 1 year in the first instance. Some neurological experience 
essential. 

Applications, naming 2 referees, to the Clerk of the Governors 

by 2Iist December, 1956. 
THE HOSPITAL FOR SICK CHILDREN, Great mons 
street, London, W.C.1. There will be a vacancy on 6th March, 
1957, for an ASSISTANT RESIDENT MEDICAL OFFIC ER 
(grade—Senior House Officer) at the Country Branch Hospital, 
Tadworth, Surrey (101 Beds). 

Further particulars and forms of application, which must be 
returned not later than Monday, 7th January, 1957, are 
obtainable from the undersigned. 

F. RUTHERFORD, House Governor and Secretary. 
THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
atrest,, a> W.C.1. There is a vacancy ‘tor a RESIDENT 

ASSISTANT PHYSICIAN (grade Senior Registrar). 

Full nw ulars and form of application which must be 
returned not later than 14th January, 1957, are obtainable from 
the undersigned. 

H. F. RUTHERFORD, House Governor and Secretary. 

THE HOSPITAL FOR SICK CHILDREN, Great Ormond- 
street, London, W.C.1. There will be a vacancy in February, 
1957, for a MEDICAL REGISTRAR AND PATHOLOGIST 
(Senior Registrar). In September, 1958, the successful candidate 
will probably be seconded to Uganda to work in pediatrics 
for a period of 2 years in the Great Ormond-street Liaison 
Scheme under the Uganda Medical Service, after this period 
he will return to Great Ormond-street for a further year. 

Full particulars and form of application, which must be 
returned not later than Monday, 14th January, 1957, may be 
obtained from the undersigned. 

H. F. RuTHERFORD, House Governor and Secretary. 
WEST LONDON HOSPITAL, Hammersmith-road, W.6. 
HOUSE SURGEON (general and orthopedic) required 17th 
January. Pre-registration candidates considered. 

Applications, stating age, qualifications, experience, copies of 
2 recent testimonials, to Secretary by 15th December, 1956. 
UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
London, W.C.1. Applications are invited for the post of 
RESEARCH ASSISTANT (graded Registrar) in the Cardio- 
logical Department for 1 year in the first instance from Ist 
January, 1957. 

Applications, with the names of 2 referees, to Administrator 
and Secretary by 18th December, 1956 








UNIVERSITY COLLEGE HOSPITAL, Gower-street, 
W.C.1. RESIDENT MEDICAL OFFICER (Registrar) at the 
Hospital for Tropical Diseases, 4, St. Pancras-way, London, 
N.W.1, vacant Ist February, 1957. Appointment for 6 months 
(renewable ). 

Applications, with names of 2 referees, to Administrator and 

Secretary by 15th December, 1956. 
WHITTINGTON HOSPITAL, London, N.19. Registrar 
required for E.N.T. Department (30 Beds). Post recognised for 
F.R.C.S. and D.L.O. Vacant Ist January, 1957. Considerable 
experience in laryngology desirable as the post is a responsible 
one. Department takes part in postgraduate teaching. Hospital 
may be visited by direct appointment. 

Application forms obtainable from, and returnable to, the 

Group Secretary, Archway Group Hospital Management Com- 
mittee, 46, Cholmeley -park, Highgate, London, N.6, by 18th 
December, 1956. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. JUNIOR HOSPITAL MEDICAL OFFICER 
(resident ) required for Casualty Department, Ashton-under-Lyne 
General Hospital. Appointme nt limited to 4 years. Minimum 
commencing salary £775 p.a. but higher salary may be paid 
according to experience and qualifications. 

Apply, giving age, experience, qualifications and 2 references, 

-° Group Secretary, General Hospital, Ashton-under-Lyne, 
4ancs. 
ASHTON, HYDE AND GLOSSOP HOSPITAL MANAGE- 
MENT COMMITTEE. HOUSE OFFICER (midwifery) required. 
Post recognised for D.Obst.R.C.O.G., vacant 27th January, 
1957. Preference given to pre-registration candidates. 

Applications, with copies of 2 testimonials, to Group Secretary, 
General Hospital, Ashton-under-Lyne, Lancs. 

BARKING HOSPITAL (Maternity), oy = lane, Barkin 
There will be a vacancy for a RESIDENT SENIOR HOUS 
OFFICER at the above Hospital on Ist January, 1957. Salar 
will be at the rate of £745 p.a., less emoluments. Applicants 
should have been qualified not less than 1 year. Duties will 
include antenatal work. 

Applications, accompanied by copies of testimonials, should be 
sent to the undersigned within 7 days of the appearance of this 
advertisement. 

H. F. Harris, Group Secretary, Ilford 
and Barking’ Group Hospital Management Committee. 

King George Hospital, Ilford. 

BARROW AND FURNESS HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the resident or non- 
resident post of REGISTRAR in Anesthetics in the Barrow 
and Furness Group of hospitals, based at the North Lonsdale 
Hospital, Barrow-in-Furness. Hospital approved for D.A. 

Applications, giving age, details of experience, and names of 
3 referees, to Group Secretary, 105, Abbey-road, Barrow-in- 
Furness. : 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (819 Beds.) CENTRAL WIRRAL GROUP. HOUSE OFFICER 
(peediatrics), for unit of 82 Beds. Recognised pre-registration 
and D.C.H. 6 months commencing Ist March, 1957. Salary 
according to previous posts held. 

Application forms obtainable from Hospital Secretary, to be 

returned by 17th December, 1956. 
BEBINGTON, CHESHIRE. CLATTERBRIDGE HOS- 
PITAL. (819 Beds.) CENTRAL WIRRAL GROUP. JUNIOR HOS- 
PITAL MEDICAL OFFICER (casualty/orthopedic), resident, 
required at the above Hospital. Salary in accordance with 
curremt terms and conditions—i.e., £775-£50-£1075 p.a., less 
£170 p.a. for residence. 

Application forms obtainable from Hospital Secretary to be 

returned as soon as possible. 
BEDFORD (near), BROMHAM HOSPITAL. (434 Beds 
for mental defectives and 60 at Annexe near Sandy.) REGIS- 
TRAR in Psychiatry required (resident). Hospital may be 
visited by direct appointment with the Medical Superintendent 
(phone : Oakley 295). 

Application ieemes abtainable from, and returnable to, Secre- 

tary, Bedford Group Hospital Management Committee, 3, 
Kimbolton- road, Bedford. 
BEDFORD GENERAL HOSPITAL. (439 Beds.) House 
SURGEON required. Pre- or post-registration. Recognised for 
‘.R.C.S. Post offers exceptional . eeenens for general] 
experience in busy acute Surgical Unit 

feeuielen and applications, with sapien of 2 recent testimonials, 

to Group Secretary, 3, Kimbolton- road, Bedford. 
BEDFORD GENERAL HOSPITAL. North West Metro- 
POLITAN REGIONAL HOSPITAL BOARD. RESIDENT SENIOR 
HOUSE OFFICER (obstetrics and gynecology) required mid- 
January at the above Hospital. Maternity Unit 60 Beds, 
Gynecological Unit 26 Beds. Hospital may be visited by direct 
appointment. 

Detailed applications, with copies of 2 recent testimonials, to 
Group Secretary, Bedford Group Hospital Management Com- 
mittee, 3, Kimbolton-road, Bedford, by 21st December, 1956. 
BIDEFORD AND DISTRICT HOSPITAL. (51 Beds.) 
Applications invited for post of HOUSE OFFICER, now 
vacant. Flat available for married officer. 

Applic ations, stating names of 2 referees, to Group Secretary, 

North Devon Hospital Manageme nt ( ‘ommittee, 19, Alexandra- 
road, Barnstaple. 
BIRMINGHAM ACCIDENT HOSPITAL AND REHABILI- 
TATION CENTRE, Bath-row, BIRMINGHAM, 15. SENIOR HOUSE 
SURGEON. Applic ations for post vacant Ist January. Hos- 
pital is largest Traumatic Unit in country and tre ated 53,000 
new patients last year, including 2000 thermal injuries. Post 
offers ample opportunity for practical experience in manage- 
ment of all types of injury—orthopeedic, thoracic, abdominal, 
and neurosurgical cases. Hospital is recognised for casualty 
training by Royal College of Surgeons. 

Apply, with details naming 2 referees, to Administrator. 
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BIRMINGHAM REGIONAL HOSPITAL BOARD. 
(1) Birmingham Group 25, Oak Tree-lane, 
ingham, 29 

(a) REGISTRAR 


Birm- 


(pathology) for Birmingham Accident 


Hospital. Vacant now. Previous experience essential. Recog- 
nised (12 months) for Diploma in Pathology. Further details 
from Consultant Pathologist. 

(6) SURGICAL REGISTRAR. Duties with Burns Unit 


for Birmingham Accident Hospital (215 Beds). Possible transfer 
to accident surgery team after 6 months. General surgical 
experience essential, higher qualifications an advantage. 
(2) Stafford Group, 13, Foregate-street, Stafford 

REGISTRAR (surgery), resident. Duties mainly at Stafford- 
shire General Infirmary (175 Beds) and Yarnfield Recovery 
Unit (32 Beds). Recognised for F.R.C.s. Experience surgery 
essential, higher qualification desirable. 

Application forms from Group Secretaries to be 
17th December, 1956. 
BIRMINGHAM, 15. 


returned by 


ROYAL ORTHOPEDIC HOS- 
PITAL. (Recognised by Royal College of Surgeons. 336 Beds 
for long and short term orthopedic cases (non-traumatic) and 
extensive outpatient services.) SENIOR HOUSE OFFICER. 


Registered medical practitioner preferably with orthopedic 
experience. 
Applications, with testimonials or names of referees, to 


Administrator. 

BIRMINGHAM, 18. DUDLEY ROAD HOSPITAL. 
3 HOUSE SURGEONS required. Recognised for pre-registra- 
tion and F.R.C.S. Vacant Ist, 10th January and Ist February, 
1957. Each appointment is in a unit of approximately 85 adult 
and children’s general surgical beds under contro! of 2 Consultant 
surgeons. 

Detailed applications, 
to the Secretary. 
BIRMINGHAM, 29. SELLY OAK HOSPITAL. 
beds 955.) 

HOUSE PHYSICIANS. 

HOUSE PHYSICIAN (pediatrics). Recognised for D.C.H. 

Some dutics at Mosley Hall Hospital for ¢ nitive n. 

HOUSE SURGEONS (recognised for F.R.C. 

HOUSE SURGEONS (gynecology and shaketite). 

nised for M.R.C.0O.G, 

Most of above posta available on 14th January, 1957, and are 
recognised for Pre-registration Service. Appointments tenable 
for 6 months. 

Apply Medical Superintendent, giving qualifications, age and 
experience and enclosing copies of 3 testimonials. 
BIRMINGHAM. ST. CHAD’S HOSPITAL, Hagley- 
road, BIRMINGHAM, 16. SENIOR HOUSE OFFICER in 
Obstetrics and Gynecology. Appointment for 12 months and 
recognised for M.R.C.O.G. Unit affiliated to Birmingham 
University for undergraduate clinical tuition. 

Detailed applications, with copies of 2 recent testimonials, to 
Group Secretary, Dudley Road Hospital, Birmingham, 18. 
BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. RESIDENT MEDICAL OFFICER (Senior House 
Officer), vacant December. General Hospital with 5 other 
resident medical officers. ~ 

Apply Medical Superintendent. 

BIRMINGHAM. SOLIHULL HOSPITAL, Lode-lane, 
SOLIHULL. HOUSE SURGEON and HOUSE PHYSICIAN 
(pre-tegistration posts) vacant January. General Hospital 
offering good experience. 5 other resident medical staff. 

Apply, with copies of 2 recent testimonials or names for 

reference, to Medical Superintendent. 
BIRMINGHAM (near), THE MIDLAND CENTRE FOR 
NEUROSURGERY, Holly-lane, SMETHWICK, near BIRMINGHAM. 
(75 Beds.) SENIOR HOUSE OFFICER (resident). Appoint- 
ment for | year (renewable) will be available from Ist February, 
1957. 

Applications, with names of 2 referees, to the Group Secretary, 
West Bromwich and District Hospitals Management Committee. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the following 
posts : 

Victoria Hospital, Accrington 
SENIOR HOUSE OFFICER (medicine), vacant middle of 
January, 1957 

HOUSE P HYSIC IAN, vacant early January, 1957. 

recognised for pre-re registration purposes. 

Apply to Secretary, Hospital Management Committee Office, 

Royal Infirmary, Blackburn. 
BLACKBURN AND DISTRICT HOSPITAL MANAGE- 
MENT comMiITTrEE. SENIOR HOUSE OFFICER (pediatrics) 
required 2nd January, 1957. Post recognised for D.C.H. and 
duties as laid down by Consultant Pediatrician, at Queen’s 
Park Hospital and Royal Infirmary, Blackburn, Victoria Hos- 
pital, Accrington (General Hospitals), and Park Lee Hospital, 
Blackburn (1.D. Hospital). 

Apply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 

BLACKBURN. ROYAL INFIRMARY. (262 acute beds.) 
BLACKBURN AND DISTRICT HOSPITAL MANAGEMENT COMMITTEE. 
SENIOR HOUSE OFFICER (general surgery) required Ist 
January, 1957, at the above Infirmary. Recognised for F.R.C.S, 

Apply to Secretary, Hospital Management Committee Office, 
Royal Infirmary, Blackburn. 

BOURNEMOUTH. ROYAL VICTORIA HOSPITAL, 
Shelley-road. BOURNEMOUTH AND EAST DORSET HOSPITAL 
MANAGEMENT COMMITTER. Applications - invited for the 


with copies of 3 recent testimonials, 


(Equipped 


Recog- 


Post 


ippointment of GENERAL HOUSE IRGEON, which 
becomes vacant on 28th December. _ a consideration 
will be given to suitable applicants for subsequent House 


Physician appointments. The appointment is recognised for the 
F.R.C.S, examination and for pre-registration purposes. 


Applications to the Hospital Secretary. 
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NORTH DEVON INFIRMARY. 


BARNSTAPLE. 
Beds.) HOUSE SURGEON (pre-registration). 
January. 

Applications to Group Secretary, North Devon Hospital 
Management Committee, 19, Alexandra-road, Barnstaple. 
BLACKPOOL. VICTORIA HOSPITAL. (348 Beds.) 
HOUSE OFFICER (surgical). Surgical pre-registration post 
available on Ist January, 1957, at this modern well-equipped 
Hospital with excellent facilities for gaining aor nee (92 
general surgical beds). Post recognised for F.R.C. 

Applications, stating age, qualifications, experie a together 
with the names and addresses of 2 referees, should be sent to 
the Hospital Secretary. 


(105 
Post vacant early 


BOLTON. THE ROYAL INFIRMARY. (237 Beds.) 
JUNIOR HOSPITAL MEDICAL OFFICER or SENIOR 
HOUSE OFFICER for Casualty Department, with some 


orthopeedic duties. Recognised for F.R.C.S. Junior Hospital 
Medical Officer post can be for any period of up to 4 years. 

RESIDENT HOUSE SURGEONS (2) for general surgical 
duties. Both vacant early January, tenable for 6 months and 
recognised under Pre-registration Service Scheme. Also recog- 
nised for F.R.C.S. 

Applications, stating age, nationality, qualifications, experi- 
ence and the names of 2 referees, to Group Secretary, Bolton and 
—— Hospital Management Committee, The Royal Infirmary, 

3olton. 

BRIGHTON GENERAL HOSPITAL. Brighton and 
LEWES HOSPITAL MANAGEMENT COMMITTEE. Applications are 
invited for the position of HOUSE PHYSICIAN to the Geriatric 
Unit. This is a large Unit with an active rehabilitation section, 
which provides excellent clinical facilities. Vacant Ist February. 

Applications, stating age, qualifications and experience, 
together with copies of recent testimonials, shoul be sent to the 
Physician-Superintendent, Brighton General Hospital, Elm- 
grove, Brighton, 7. 
BRIGHTON. ROYAL SUSSEX COUNTY HOSPITAL. 
(312 Beds.) HOUSE SURGEON (including gynecology) 
pouaes Sa beginning of January. Pre-registration and recognised 
for F 

Applic iene, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton, 7. 
BRIGHTON. 
(312 Beds.) 2 


ROYAL SUSSEX COUNTY HOSPITAL. 
CASUALTY HOUSE SURGEONS. Duties 


include work in Orthopedic and Traumatic Unit. Vacant mid- 
January and February. Recognised for pre-registration and 
2 C.S. 


Applications, stating usual particulars, and naming 2 referees, 
to the Administrative Officer, Royal Sussex County Hospital, 
Brighton. 

BRISTOL AND COSSHAM/FRENCHAY HOSPITAL 
MANAGEMENT COMMITTEE. 2 SENIOR HOUSE OFFICERS 
required in the Thoracic Surgery Department, which is the 
Regional Thoracic Surgery Centre (120 Beds) for the South West. 
Applications, with full particulars, should be addressed to the 
Group Secretary, Frenchay Hospital, Bristol, quoting “‘ Thora- 
cic. 
BRISTOL. COSSHAM/FRENCHAY HOSPITAL MAN- 
AGEMENT COMMITTEE. FRENCHAY HOSPITAL. (542 staffed beds 
—expanding.) Vacancy shortly occurs for the post of SENIOR 
HOUSE OFFICER (Regional Department of Neurosurgery ), 
tenable for 6-12 months. The post offers useful surgical experi- 
ence and the opportunity of gaining a working knowledge of 
neurological diagnosis. Recognised for F.R.C. 
Applic ations to the Secretary, Frenchay ‘Hospital, 
“N.S.F.” Names of 2 referees required. 
BURY AND ROSSENDALE HOSPITAL MANAGEMENT 
COMMITTEE. ROSSENDALE GENERAL HOSPITAL. Applications are 
invited for the pre-registration post of HOUSE OFFICER in 
General Surgery at the above Hospital. 
Apply, stating age, nationality, and full details, together with 
names of 2 referees, to H. WILKINSON, Group Secretary. 
Bury General Hospital, Bury, Lancs. 
CANTERBURY. KENT AND CANTERBURY HOS- 
PITAL. (277 Beds.) GYNA2COLOGICAL HOU SE SURGEON 
required at Highland Court Annexe, a unit of 25 gynecological 
beds situated 3 miles from the above Hospital, with all ancillary 
services available. Recognised for M.R.C. 6 months 

appointment. Post vacant early anaes “1987. National 
Health Service salary and conditions. 

Applications, together with copies of 2 recent testimonials, 
to be addressed to the Hospital Secretary at the above Hospital. 
CARDIFF. GLAN ELY HOSPITAL, Fairwater, Cardiff. 
SENIOR HOUSE OFFICER required at above Hospital. 

Form of application from Group Secretary, Cardiff Hospital 
Management Committee, 44, Cathedral-road, Cardiff. 
CARDIFF. UNITED CARDIFF HOSPITALS. Liandough 
HOSPITAL. Applications are invited for the post of MEDICAL 
REGISTRAR to the Miners’ Chest Diseases Treatment Centre 
at Llandough Hospital, Penarth. The Centre caters for all 
types of chest diseases and it is closely associated with the 
adjoining Pneumoconiosis Research Unit of the Medical Research 
Council. 

Application forms may be obtained from the Secretary to the 

Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be returned by 17th December. 
CARDIFF. UNITED CARDIFF HOSPITALS. Liandough 
HOSPITAL. Applications are invited for the post of SENIOR 
HOUSE OFFICER (medical) to the Miners’ Chest Diseases 
Treatment Centre at Llandough Hospital, Penarth. The Centre 
eaters for all types of chest diseases and it is closely associated 
with the adjoining Pneumoconiosis Research Unit of the Medical 
Research Council. 

— forms are obtainable from the Secretary to the 
Board at Cardiff Royal Infirmary, Newport-road, Cardiff, and 
should be returned by 17th December. 
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CARDIFF. THE UNITED CARDIFF HOSPITALS. 
Applications are invited for the appointment of SENIOR 
REGISTRAR in Dermatology at the Cardiff Royal Infirmary 
to commence in February, 1957. 

Application forms are ‘available from the Secretary to the 

Board at the Cardiff Royal Infirmary, Newport-road, Cardiff, 
and should be ov oon d within 14 days of the appearance of this 
advertisement. 
CARSHALTON. QUEEN MARY’S HOSPITAL FOR 
CHILDREN. (853 Beds.) ORTHOPALDIC REGISTRAR, with 
some surgical duties, required. Applicants are invited to visit 
the Hospital by appointment with the Physician-Superin- 
tendent. 

Applications should be made on forms obtainable from the 

Group Secretary. 
CARSHALTON, SURREY. ST. HELIER HOSPITAL. 
Applications invited for the post of SENIOR SURGICAL 
REGISTRAR which becomes vacant at the end of February. 
The post is open to Dominion graduates only, and is tenable for a 
period of 2 years. Possession of F.R.C.S. necessary. 

Forms p application, to be returned by 21st December, may 
be obtained from the Group Secretary at above address. 
CHATHAM. ALL SAINTS’ HOSPITAL. Medway and 
GRAVESEND HOSPITAL MANAGEMENT COMMITTEE. Applications 
are invited for post of HOUSE SURGEON, vacant now, which 
is recognised for Pre-registration Service. Salary £425-£525 
p.a., according to experience. 

Applications, stating age, qualifications, nationality and 

experience, together with copies of 3 recent testimonials, to be 
addressed to the Hospital Secretary. 
CHERTSEY, SURREY. ST. PETER’S HOSPITAL (iate 
Botleys Park War Hospital). (430 Beds.) QRTHOPALDIC 
HOUSE SURGEON required immediately. 100 orthopedic 
beds. Senior House Officer or House Officer (intern grade). 
Post recognised for F.R.C.S. and Pre-registration Service. 
Preference given to provisionally registered candidates. Salary 
in accordance with terms and conditions of National Health 
Serv ice. 

Applic ations, together with names and addresses of referees, 

to be sent to the Physician-Superintendent, St. Peter’s Hospital, 
Chertsey, as soon as possible. 
CHICHESTER GROUP HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANACSTHETIST SENIOR HOUSE 
OFFICER required for 6 months power from pommery. 
1957. Group post ; recognised for F.F.A.R.C.S. Work mainly 
at Royal West Sussex, St. Richard’s and Bognor Hospitals. 
Salary £745, less £150 p.a. for residence. 

Applications, with 2 referees names, to Group Secretary, 
174. Broyle-road, Chichester. 

COLCHESTER HOSPITAL MANAGEMENT COMMIT- 
TEE. Applications are invited for : 
Essex County Hospital, Colchester (188 Beds) 

SENIOR HOUSE OFFICER (Casualty and Radiotherapy ). 
Post recognised for F.R.C.S., tenable for 6 months or 1 year. 

HOUSE SURGEON. 

HOUSE PHYSICIAN. 

First, second or third or pre-registration posts ; tenable for 
6 months. 

Applications, with copies of 3 testimonials, to Group Secre- 
tary, 14, Pope’s-lane, Colchester, Essex. 

COVENTRY AND WARWICKSHIRE AND GULSON 
HOSPITALS. HOUSE OFFICER in Peediatrics. Recognised 
pre-registration and D.C.H. Resident. Vacant early January. 

Applications to Secretary, Group 20 Hospital Management 
Committee, Coventry and Warwickshire Hospital, Coventry. 
COVENTRY AND WARWICKSHIRE HOSPITAL, 
COVENTRY. SENIOR HOUSE OFFICER in Anesthetics 
(resident). Recognised F.F.A.R.C.S. Excellent experience. 

Apply Hospital Secretary. 

CUCKFIELD HOSPITAL, Cuckfield, near Haywards 
HEATH, SUSSEX. JUNIOR HOUSE SURGEON (obstetrics and 
gynecology). Post vacant 16th January, 1957. Recognised 
for D.Obst.R.C.0.G. examinations. 

Apply, with details of age, nationality, experience, and names 

of 2 referees, to Group Secretary, Mid-Sussex Hospital Manage- 
ment Committee, by 15th December, 1956. 
DERBY. DERBYSHIRE CHILDREN’S HOSPITAL. 
(86 Beds.) HOUSE SURGEON (pre-registration) or SENIOR 
HOUSE OFFICER, vacant 29th January, 1957. Recognised 
for D.C.H. 

Apply immediately, stating full particulars and 2 names for 

reference, to Group Secretary, No. 1 Hospital Manage ment 
Committee, Babington-lane, Derby. 
DORCHESTER. DORSET COUNTY HOSPITAL. West 
DORSET GROUP HOSPITAL MANAGEMENT COMMITTEE. SOUTH 
WEST METROPOLITAN REGIONAL HOSPITAL BOARD. MEDICAL 
REGISTRAR required (Registrar grade) at above Hospital. 
Salary according to experience (£850 or £965 p.a.), with deduction 
of £170 p.a. if resident. 

Applic ation form, which should be returned, duly completed, 
by 12th January, 1957, from Group Secretary, West Dorset 

ospital Management ‘Committee, Damers-road, Dorchester, 
Dorset. a a : 
EAST ANGLIAN REGIONAL HOSPITAL BOARD. 
REGISTRAR in Psychiatry, East Suffolk Mental Hospitals, 
St. Clement's Hospital, Ipswich (450 Beds), and St. Audry’s 
Hospital, Melton, near Woodbridge (1150 Beds), and associated 
General Hospital outpatient clinics. There is a very active 
Outpatient Department and Electro-encephalographic Depart- 
ment at St. Clement’s Hospital. Both hospitals are recognised 
for the D.P.M. Furnished house or flat available. 

Applications, stating age, experience and the names of 3 
referees, to Board’s Senior Administrative Medical Officer, 
117, Chesterton-road, Cambridge, by 17th December, 1956. 
Candidates are invited to visit hospitals by direct arrangement 
with the Medical Superintendent, St. Audry’s Hospital. 














EPSOM DISTRICT HOSPITAL, Dorking-road, Epsom. 
RESIDENT HOUSE SURGEON required 19th January for 
een, E.N.T. and Eye Departments. Pre-registration 
pos 

Applications, stating age, qualifications, and experience, with 

copies of 2 recent testimonials, should be sent immediately to 
Group Secretary at above address. 
EXETER. ROYAL DEVON AND EXETER HOSPITAL. 
EXETER AND MID-DEVON HOSPITALS MANAGEMENT COMMITTEE. 
Applications are invited from registered medical practitioners 
for the appointment of RESIDENT MEDICAL OFFICER 
(with duties as Senior House Officer to the Neurologist), vacant 
3ist January, 1957. 

Applications, with copies of 2 recent testimonials, to the 

Hospital Secretary by 22nd December, 1956. 
GLASGOW, N. FORESTHALL HOSPITAL. (640 hospital 
beds for long-term sick.) JUNIOR HOSPITAL MEDICAL 
OFFICERS (3 vacancies). Applicants must have been qualified 
for 2 years and have had experience as House Officers in general 
hospitals. The present establishment is for 5 Junior Hospital 
Medical Officers and they are encouraged to spend part of their 
time at a nearby teac hing hospital to maintain their interest in 
general medicine. Facilities and supervision are also provided for 
medical officers wishing to pursue clinical research in preparation 
for higher degrees. Living in optional. 

Applications, with the names of 3 referees, should be sent to 

the Administrative Medical Officer, Foresthall, 657, Edgefauld- 
road, Glasgow, 
GLASGOW NORTHERN HOSPITALS BOARD OF 
MANAGEMENT. Applications are invited for a post of SENIOR 
HOUSE OFFICER (Male or Female) in the Psychiatric Unit 
at Stobhill General Hospital, Glasgow. Resident preferred. 
The Unit consists of 180 Beds with 1600 admissions yearly and 
deals with acute treatable cases ; it is recognised for the D.P.M. 
The appointment will be for 1 year in the first instance. 

Applications, stating age, qualifications, experience and 
present appointment and naming 2 referees, to be lodged 
ey with the Secretary, 13, Woodside-place, Glasgow, 
GLASGOW, 58S.W.1. SOUTHERN GENERAL HOS- 
PITAL. SENIOR HOUSE OFF i te in Anesthetics. The post 
is approved for D.A. and F.F.A.R. 

Write immediately to Secretary, _ of Management for 
Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow, 
S.W.1, naming 2 referees. 

GLASGOW, 8.W.1. SOUTHERN GENERAL HOS- 
PITAL. SENIOR HOUSE OFFICER in Psychiatry. 

Write immediately to Secretary, Board of Management for 

Glasgow South-Western Hospitals, 1301, Govan-road, Glasgow, 
8.W.1, naming 2 referees. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in General Surgery required. Post 
vacant in January, 1957. Salary £745 p.a. with deduction of £150 
p.a. for board, residence, &c. 

Applications to the Group Secretary, Royal Halifax Infir- 

mary, Halifax. 
HALIFAX. ROYAL HALIFAX INFIRMARY. (301 Beds.) 
SENIOR HOUSE OFFICER in Casualty and Orthopedic 
Surgery required. Post recognised for F.R.C.S. Salary £745 p.a. 
with deduction of £150 p.a. for board, residence, &c. 

Apply to the Group Secretary, Royal Halifax Infirmary, 

Halifax. 
HAVERFORDWEST. PEMBROKE COUNTY WAR 
MEMORIAL HOSPITAL. (163 Beds.) WEST WALES HOSPITAL 
MANAGEMENT COMMITTEE. Applications are invited for the post 
of SENIOR HOUSE OFFICER (surgical) which will become 
vacant on Ist January next. Salary and conditions of service 
as laid down by the Ministry of Health. 

Applications, stating age, qualifications, experience, and 

nationality, with names and addresses of 3 referees, to the 
Group Secretary, West Wales Hospital Management Committee, 
Glangwili, Carmarthen. 
HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. Applications are invited for the post of 
SENIOR HOUSE OFFICER (peediatrics) which is recognised 
for the D.C.H. 

Applications, giving 2 names for reference, should be sent 
to the Hospital Secretary at once. 

HEMEL HEMPSTEAD, HERTFORDSHIRE. west 
HERTS HOSPITAL. HOUSE SURGEON (pre-registration) 
required. 

Applications, giving full details and 2 names for reference, 
should be sent to the Hospital Secre tary as soon as possible. 
HEXHAM GENERAL HOSPITAL. ~ (309 Beds.) Vacancies 
will occur on 7th January, 1957, for the following HOUSE 
OFFICERS :— 

General Medicine (2), pre- or post-registration. 

General Surgery (1), pre-registration. 

Orthopeedics (1), pre-registration. 

There will also be a vacancy for a SENIOR HOUSE OFFICER 
in General Surgery. 

The Hospital is recognised by the Royal College of Surgeons. 

Applications, with names and addresses of 2 referees, to be 
received by the undersigned as early as possible. 

W. STOKELL, Group Secretary, 
Hexham and District Hospital Management Committee. 

General Hospital, Hexham, Northumberland 
HITCHIN, HERTFORDSHIRE. LISTER HOSPITAL. 
Applications are invited for RESIDENT HOUSE SURGEON 
for duty with Accident Service and as Orthopedic House 
Surgeon. Recognised as pre-registration post and for F.R.C.8., 
and becomes vacant on 17th January, 1957. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent to the Medical Administrator, Lister Hospital, Hitchin, 
as soon as possible. 
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HITCHIN HOSPITALS, Hitchin, Hertfordshire. Resident 
ANAESTHETIST (Senior House Officer) required Ist January, 
1957. The post offers varied experience, and is recognised for 
the D.A. and F.F.A.R.C.S. examinations. 

Applications, stating age, nationality, qualifications and 
experience, together with names of 2 referees, to be sent to the 
Medical Administrator, Lister Hospital, Hitchin, as soon as 
possible. 

HERTFORD COUNTY HOSPITAL. (171 Beds. Hospital 
situated 21 miles from London.) Applications are invited for the 
unde 7s ntioned appointments :— 
USE su RGEON (gene eral) first or second post. 
as nce Ist January, 1957. 
HOUSE BU RGE ON ” (general, gynecology, and obstetrics), 
first or second post. To commence Ist January, 1957. 

Pre-registration posts ; recognised under F.R.C.S. regulations. 

Applications to Group Secretary, Hertford Hospital Manage- 
ment Committee, County Hospital, Hertford, Herts. 
HUDDERSFIELD ROYAL INFIRMARY. (312 Beds.) 
HUDDERSFIELD HOSPITAL MANAGEMENT COMMITTEE. HOUSE 
SURGEON (Female) required to commence duties on 23rd 
December, 1956. The post is recognised as a pre-registration 
appointment and for the F.R.C.S. Salary in accordance with 
national scale. 

Applications, together with copies of 3 recent testimonials, 
to be addressed to the undersigned as soon as possible. 

H, J. JOHNSON, Secretary to the Management Committee. 

The Royal Infirmary, Huddersfield. 

ILFORD AND BARKING GROUP HOSPITAL MANAGE- 
MENT COMMITTEE. There is a vacancy for a SENIOR HOUSE 
OFFICER ANASTHETIST at King George Hospital, Ilford. 
The officer appointed will be required to be available for duty 
in other Hospitals in the Group. Salary will be at the rate of 
£745 p.a., less £150 p.a. emoluments. 

Applicants should have been registered not less than 1 year, 
and should send applications, accompanied by copies of 3 
testimonials, to the undersigned within 7 days of the appearance 
of this advertisement. H. F. Harris, Group Secretary. 

King George Hospital, Tiford. 

IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. 356 Beds.) Applications are invited for the post 
of HOUSE SURGEON to the Fracture and Orthopedic Depart- 
ment, vacant on Ist January, 1957. Approved pre-registration 


To com- 


post. 
Appliostions, with copies of recent testimonials, to the 
Hospital Secretary. 


IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post of 
HOUSE SURGEON to the E.N.T. and Ophthalmic Depart- 
ments, vacant on 15th December, 1956. The post is recognised 
for pre-registration and for the D.L.O. examination. 

Applications, giving full particulars and copies of recent 

testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Anglesea 
ROAD WING. (356 Beds.) Applications are invited for the post 
of CASUALTY OFFICER (Senior House Officer grade), vacant 
on Ist January, 1957. The post is recognised for the F.R.C.8. 
examination. 

Applications, stating age and nationality, together with copies 

of recent testimonials, to Hospital Secretary. 
IPSWICH AND EAST SUFFOLK HOSPITAL. Heath Road 
WING, IPswicH. (274 Beds.) Applications are invited for the 
post of SENIOR HOUSE OFFICER (Resident Anzsthetist), 
vacant on 3rd January, 1957. The post, which is normally of 1 
years duration, is recognised for the D.A. and the F.F.A.R.C.S 
examinations. 

Applications, stating age, nationality, 
testimonials, to Hospital Secretary. 
ISLEWORTH. WEST MIDDLESEX HOSPITAL. Appli- 
cations invited from registered dental practitioners for resident 
post of DENTAL HOUSE SURGEON for period 6 months— 
commencing February, 1957. First, second and third terms 
appointment. Third term post candidates given preference. 
Hospital recognised for F.D.S. by Royal College of Surgeons of 
England. Terms and conditions of service of hospital medical 
and dental staffs will apply. 

Applications, stating age, qualifications with dates, details 
of experience, names and addresses of 3 referees, to Group 
Secretary, South West Middlesex Hospital Management Com- 
mittee Ww est Middlesex Hospital, Isleworth, by 17th December, 
1956. 

KINGSTON HOSPITAL, Wolverton-avenue, Kingston- 
UPON-THAMES. KINGSTON GROUP HOSPITAL MANAGEMENT COM- 
MITTER. Applications are invited from suitably qualified medical 
officers for the post of HOUSE OFFICER (general surgery) 
2 posts (pre-registration), which are available on Ist February, 


together with recent 


vi. 

Applications, stating age, qualifications and experience, 

with 2 recent testimonials, should reach the Physician-Superin- 
tendent of the Hospital within 7 days of the appearance of 
this advertisement. 
KIRKCALDY GENERAL HOSPITAL, Fife. 2 House 
OFFICERS required as at Ist February, 1957. The Hospital 
has 74 general surgical and orthopeedic beds and a busy Casualty 
and Outpatient Department. The posts qualify for pre- 
registration. Salary in accordance © with national scale. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fite Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 


KIRKCALDY. FORTH PARK MATERNITY HOSPITAL. 
(54 Beds.) RESIDENT HOUSE PHYSICIAN required for 
duties commencing Ist April, 1957. The post is recognised for 
pre-registration and as qualifying service for the D.Obst.R.C.0.G. 

Apply, with copies of 2 recent testimonials, to the Medical 
Superintendent, East Fife Hospitals Board of Management, 
243a, High-street, Kirkcaldy. 


58 





LEEDS REGIONAL HOSPITAL BOARD. 
vacancies. 
Chest Diseases 

Leeds Chest Clinic and additional duties, 
Regional Sanatoria. Previous experience in 


Registrar 


as required, at 
diseases of the 


chest desirable. Accommodation for single person only at 
Killingbeck Hospital. 
Obstetrics and Gynecology 

Dewsbury, Batley and Mirfield Group. Resident. (Aggregate 


of 100 obstetric and 22 gynecological beds.) Recognised for 
D.Obst.R.C.0.G. 
Orthopedic Surgery 

(a) Bradford Royal Infirmary (62 orthopedic beds) with 
additional duties as required at other orthopedic units in he 
Bradford A Group. Non- resident. 

(b) St. James’s Hospital, Leeds (64 orthopeedic beds), and the 
Public Dispensary, Leeds. Non-resident. 


Psychiatry . 
Stanley Royd Hospital, Wakefield (approximately 2000 
Beds). Accommodation for single person available if required. 


Married accommodation may be available. If desired, facilities 
for attendance at The Leeds University will be provided if the 
successful candidate is studying for the D.P.. sv 
Applications, stating age, qualifications and details of previous 
and present appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 


Committee, Park-parade, Harrogate, by 13th December, 1956. 
LEEDS. UNITED LEEDS HOSPITALS/LEEDS 
REGIONAL HOSPITAL BOARD. 


REGISTRAR in Neurology, Duties divided between Depart- 
ment of Neurology at the General Infirmary at Leeds and the 
Pinderfields Gencral Hospital, Wakefield. 

REGISTRAR in Thoracic Surgery. First year normally at 
the Regional Thoracic Centre, Pinderfields General Hospital, 
Wakefield (56 Beds), which is under the c harge of the Consultants 
to the Teaching Hospital. Second year if possible at the General 
Infirmary at Leeds. 

REGISTRAR in Genito-urinary Surgery. Outpatient and 
Diagnostic Department and 20 Beds at the General Infirmary 
at Leeds and 40 Beds at St. James Hospital, Leeds. 

Applications. stating age, qualifications and details of present 
and previous appointments with dates, together with the names 
and addresses of 3 referees, to the Secretary, Joint Registrars 
Committee, Park-parade, Harrogate, by 13th ee r, 1956. 
LEEDS. THE UNITED LEEDS HOSPITALS. 
GENERAL INFIRMARY AT LEEDS. 


The 
SENIOR HOU SE OFFICER 
in E.N.T. Department required for a period of 6 months. 








Post 
vacant now. Terms and conditions of service for hospital medical 
staff apply. 

Applications, giving details of age, qualifications, posts held 
with dates, and 3 names for reference, should be sent to the 
Secretary to the Board, as soon as possible. 

LEEDS. THE UNITED LEEDS HOSPITALS. The 
GENERAL INFIRMARY AT LEEDS. RESIDENT RADIOTHERAPY 
OFFICER (Senior House Officer status), required for a period of 
6 months. The post affords facilities for training for D.M.R.T 

Conditions of service for hospital medical staff apply 

Applications, stating age, qualifications, previous posts with 
dates, and 3 names for reference, should be sent to the Secretary 
to the Board, as soon as possible. 

LIVERPOOL, 15. SEFTON GENERAL HOSPITAL. 
(995 Beds, 116 Cots.) Applications are invited for the following 
resident appointments which will become vacant at the above- 
named Hospital on Ist March, 1957, and will be for a period of 6 
months. These posts are approved as pre-registration posts. 

6 HOUSE PHYSICIANS (general). 

2 HOUSE PHYSICIANS (psychiatric). 

3 HOUSE SURGEONS (general). 

2 HOUSE SURGEONS (obstetric). 

1 HOUSE PHYSICIAN (tropical). 

The terms and conditions of service will be in accordance with 
the regulations of the Ministry of Health. 

Application forms may be obtained from the undersigned to 
whom they should be returned not later than Thursday, 20th 
December, 1956. 

GARNET CHAPLIN, Secretary to the Committee, 
South Liverpool Hospital Management Committee. 


LLWYNPIA HOSPITAL, Liwynpia, Rhondda. (Acute 
medical beds and chronic sick beds.) HOUSE OFFICER 
(medical). Person appointed will also undertake duties at the 
Group Infectious Diseases Hospital when required. 

Applications, stating age, qualifications and experience, 
together with copies of 2 recent testimonials, to be sent to the 
Group Secretary, Pontypridd and Rhondda Hospital Manage- 
ment Committee. Court house-street, Pontypridd. 


LOUTH COUNTY INFIRMARY. (215 Beds.) Sheffield 
REGIONAL HOSPITAL BOARD. Whole-time RESIDENT or NON- 
RESIDENT REGISTRAR (orthopedics and casualty) required. 
— for 1 year in first instance. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood- road, Sheffield, by 17th December, 1956, giving age, 
nationality, qualifications, present and previous appointments 
with dates, naming 3 referees. 


LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. 
(215 Beds.) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
Applications are invited for the post of SENIOR HOUSE 
OFFICER (surgical), vacant 5th January, 1957, at this General 
Hospital. 

Applications, giving full details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 


LOUTH, LINCOLNSHIRE. COUNTY HOSPITAL. 
J me Beds. ) GRIMSBY HOSPITAL MANAGEMENT COMMITTEE. 
we are invited for the pre-registration post of HOUSE 
FICER (surgical), vacant 5th January next. 
Applications, giving full details, together with the names of 
2 referees, should be addressed to the Hospital Secretary. 
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LANCASTER MOOR HOSPITAL, Lancaster. (Regional 
MENTAL HOSPITAL. ) Applications invited for post of SENIOR 
HOUSE OFFICER (resident). Board and residence for 
unmarried applicant available for which a charge of £150 p.a. 
is made. Hospital, which has 2700 Beds, serves North Lancashire, 
Westmorland, and parts of the West Riding of Yorkshire, and 
has an admission-rate of almost 800 of which 80 % are voluntary. 
All modern forms of treatment are carried out. Facilities 
afforded to attend D.P.M. Course. Salary according to national 
terms and conditions of service. 

__Apply Medical Superintendent. 

LUTON AND DUNSTABLE HOSPITAL, CHILDREN’S 
ANNEXE, LUTON, BEDS. RESIDENT PZ,DIATRIC HOUSE 
OFFICER required Ist January, 1957. The post is recognised 
for the D.C.H., and as a second pre-registration post in medicine. 
The duties will cover both medical and surgical wards. 

Applications, stating age, nationality, qualifications and 
experience, together with copies of 3 recent testimonials, to be 
sent as soon as possible to the Secretary, Luton and Hitchin 
Group Hospital Management Committee, St. Mary’s Hospital, 
Luton, Beds. 

MANCHESTER REGIONAL HOSPITAL BOARD. 
Applications are invited for the post of REGISTRAR in 
Obstetrics and Gynecology to the Blackpool and Fylde Group 
of hospitals with main duties at the Victoria Hospital, Blackpool 
(348 Beds). The post, which is vacant on 2nd January, 1957, is 
recognised under the regulations of the Royal College of Obstet- 
ricians and Gynecologists for the Membership examination. It 
offers an excellent opportunity for gaining practical experience 
in all aspects of this specialty. A furnished flat is available in 
the married quarters situate in a detached property in a select 
residential area adjacent to the Hospital. 

\) Applications, stating age, qualifications and experience, 
together with the names and addresses of 3 referees, should be 
sent to the Group Secretary, Blackpool and Fylde Hospital 
Management Committee, Victoria Hospital, Blackpool. 
MANCHESTER REGIONAL HOSPITAL BOARD. 2 
posts of SENIOR REGISTRAR in Radiology as follows :— 

(a) South Manchester Group of hospitals, mainly at 

Withington Hospital. 

(6) Salford Group of hospitals, mainly at Salford Royal and 

at Hope and Royal Manchester Children’s Hospitals. 

Arrangements may later be made for the persons appointed 
to transfer to the United Manchester Hospitals for further 
experience and training. 

Application forms, obtainable from the Senior Administrative 

Medical Officer of the Board, Cheetwood-road, Manchester, 8, 
should be returned by 2nd January, 1957. 
MANCHESTER REGIONAL HOSPITAL BOARD. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. WITHINGTON 
HOSPITAL, MANCHESTER, 20. The Board invites applications for 
the post of REGISTRAR in Pathology, Group Laboratory, 
Withington Hospital (1088 Beds), to commence Ist February, 
1957. The Laboratory is recognised for the D. Path. examination, 
and facilities are available for training in all branches of clinical 
pathology. 

Applications, stating age, qualifications, present post, experi- 

ence, and names of 2 referees, to be forwarded to the Group 
Secretary, Withington Hospital, Manchester, 20, to arrive not 
later than 22nd December, 1956. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL INFIRMARY, MANCHESTER, 13. SENIOR 
REGISTRAR to a Medical Unit combining neurology and 
general medicine, to commence on Ist March, 1957. Whole-time, 
non-resident pust, tenable for 12 months, renewable. Applicants 
must possess a higher qualification and preference will be given 
to those interested and desirous of training in neurology. 
Arrangements may eventually be made for the successful 
candidate to transfer to one of the Manchester Regional Hospitals 
to continue training. 

Application form obtainable from the undersigned, to be 
returned not later than 29th December, 1956. 

F. J. CABLE, Secretary to the Board of Governors. 
MANCHESTER. UNITED MANCHESTER HOSPITALS. 
MANCHESTER ROYAL EYE HOSPITAL. Applications are invited 
for the post of REGISTRAR at the above Hospital. Whole- 
time post (non-resident). Tenable for 12 months, subject to 
renewal. Previous experience in ophthalmology essential. 
The terms and conditions of service for hospital medical and 
dental staffs will apply. 
ly ay ag ny to be made as soon as possible on forms obtain- 
able from the undersigned. 

H. R. Nortu, General Superintendent. 
MANCHESTER. SPRINGFIELD HOSPITAL, Crumpsall, 
MANCHESTER, 8. SPRINGFIELD AND SWINTON HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for an additional 
appointment of PSYCHIATRIC REGISTRAR at this mental 
hospital of 750 Beds, where modern methods of investigation and 
treatment are carried out. The admission-rate is high—in the 
region of 900 per year ; in addition, there are outpatient clinics 
at the Hospital. Facilities will be granted for attendance at the 
Course for the D.P.M. of the University of Manchester (with the 
Department of Psychiatry of which this Hospital is associated ). 
Attendance at these lectures is not limited to those intending 
to take the Manchester examination. Accommodation is avail- 
able for a single person ; permission to live out may be granted. 
Terms and conditions of the National Health Service apply. 
Further particulars can be obtained from, and the Hospital may 
be visited by arrangement with, the Medical Superintendent. 

Applications, giving details of age, experience, &c., together 
with the names of 3 referees, to be sent to the Medical Super- 
intendent as soon as possible. 

MAIDENHEAD HOSPITAL, Berkshire. Applications 
invited for post of CASUALTY OFFICER, vacant Ist January. 
Post recognised for F.R.C.S. 

= Applications, stating age, qualifications, nationality, and 
experience, with names of 3 referees, to Secretary. 








MAIDENHEAD HOSPITAL, Berkshire. Applications 
invited for post of HOUSE SURGEON vacant 14th January. 
Preference given to persons seeking pre-registration post. 

Applications, stating age, nationality and qualifications, with 

names of 3 referees, to Secretary. 
MANCHESTER, 20. WITHINGTON HOSPITAL. South 
MANCHESTER HOSPITAL MANAGEMENT COMMITTEE. SENIOR 
HOUSE OFFICER (pediatrics), resident or non-resident, 
required immediately in the Obstetrical Unit at the above 
Hospital with over 2000 cases mg | Some sessions may be 
allocated at the Duchess of York Hospital for Babies and 
Wythenshawe Hospital which are within the Group. 

Applications, with full details, to be forwarded to the Group 
Secretary, Withington Hospital, within 7 days of the appearance 
of this advertisement. 

MAIDSTONE. KENT COUNTY OPHTHALMIC AND 
AURAL HOSPITAL. (113 Beds.) MID-KENT HOSPITAL MANAGEMENT 
COMMITTEE. Applications are invited for the appointment of 
SENIOR HOUSE SURGEON in the E.N.T. Department of 
the above Hospital. Post vacant mid-December, 1956. There 
are 55 E.N.T. beds and 6 specialist operating sessions each 
week. Valuable experience is available, and the post is recog- 
nised for the purpose of the F.R.C.S. and the D.L.O. Salary 
will be £745 a year, less £150 a year for residential emoluments. 

Sages to the Administrative Officer, Kent County 

Ophthalmic and Aural Hospital, Maidstone, Kent. 
NEWTON ABBOT HOSPITAL, 8S. Devon. Senior House 
OFFICER (medicine), Male or Female, required 30th December, 
1956. Duties divided equally between 20 acute medical beds 
in General Section and 140 geriatric beds. This officer is also 
required to stand in when Senior House Surgeon otherwise 
engaged. Married quarters available. 

Applications, stating qualifications, nationality, age, with copy 

testimonials, to be sent to the Group Secretary, Torquay District 
Hospital Management Committee, Torbay Hospital, Torquay, 
8. Devon. 
NEWARK GENERAL HOSPITAL. Nottingham No. 1 
HOSPITAL MANAGEMENT COMMITTEE. JUNIOR HOSPITAL 
MEDICAL OFFICER (surgical) required for the above Hospital, 
situated on the Great North-road approximately 20 miles from 
Nottingham. Post offers good experience. The Consultant 
staff attending Newark Hospital are on 1 or more of the Notting- 
ham Hospitals. During next few months a flat will be available 
as married quarters but in the meantime single accommodation 
can be provided. Salary £775-£50-£1075. Duties to commence 
as soon as possible. 

Applications, giving names of 3 referees, should be sent to the 

Group Secretary, Nottingham No. 1 Hospital Management 
Committee, General Hospital, Nottingham. 
NEWMARKET GENERAL HOSPITAL. Applications 
are invited for the post of HOUSE SURGEON, vacant Ist 
January, 1957. Duties include surgical house charge of general 
surgical, E.N.T., and eye cases. Post resident and available for 
6 months, recognised for pre-registration. 

Applications, with copies of 3 testimonials, to the Medical 

Superintendent. 
NORTHAMPTON GENERAL HOSPITAL. (482 Beds.) 
Inquiries are invited concerning ROTATING INTERN posts 
each of 6 months duration. The posts are normally held for 2 
years and there is 1 vacancy from ist April, 1957, and further 
vacancies from list October, 1957. Junior Hospital Medical 
Officer salary scale and conditions of service. Single accommo- 
dation is available and married men_may be able to rent 
unfurnished flats near the Hospital. The posts are available 
only to candidates who have completed military service and 
desire further experience before entering general practice or 
specialising. 

Inquiries should be addressed to 8S. G. HILL, Superintendent. 
NORWICH. NORFOLK AND NORWICH HOSPITAL. 
Locum REGISTRAR required for E.N.T. Department for 
period 11th February-17th May, 1957, whilst permanent holder 
of post on study leaye. Salary £17 10s. per week. Ministry of 
Health conditions of service. Membership of a Medical Defence 
Society is a condition of appointment. 

Applications, giving full details, together with names of 2 


referees, to Secretary, Hospital Management Committee, St. 


Stephen’s-road, Norwich. 

NOTTINGHAM CHILDREN’S HOSPITAL. (136 Beds. 
Recognised for the D.C.H.) Applications are invited for the t, 
of SENIOR HOUSE OFFICER (surgical) falling vacant at 
the end of January. The post is tenable for 6 months or a year 
by agreement. 

Applications, with copies of 2 testimonials, should be sent to 
the Secretary, Nottingham Children’s Hospital, Chestnut-grove, 
Nottingham. ‘ PPR Pa ee 
NOTTINGHAM GENERAL HOSPITAL. 2 Senior House 
OFFICERS (orthopedic and fracture) required, one mid-Decem- 
ber, one Ist February. The posts offer exceptional experience in 
traumatic surgery. 

Applications, stating age, qualifications and experience, 

nationality, &c., together with copies of testimonials, to be sent 
to Group Secretary. 
NOTTINGHAM GENERAL HOSPITAL. Applications 
are invited for the post of SENIOR HOUSE OFFICER 
(casualty), duties to commence 3ist January, 1957. Establish- 
ment 3. Recognised for F.R.C.S. Post offers wide experience of 
casualty work. 

Applications, stating age, nationality, qualifications, and 
experience, together with copies of testimonials, to be sent to 
Secretary, General Hospital, Nottingham. 


NOTTINGHAM GENERAL HOSPITAL. 2 resident 
pre-registration or registered HOUSE SURGEONS required ; 
one 10th December, one Ist ‘e-- ; 

Applications, stating age, qualifications and experience, 
together with copies of testimonials, to be sent to the Group 
Secretary. 
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OXFORD REGIONAL HOSPITAL BOARD. Whole- 
time REGISTRAR in Psychiatry, St. John’s Hospital, Stone, 
near Aylesbury (770 Beds). Married or single, unfurnished or 
partly furnished accommodation available. Appointment 
for 1 year, available for extension to a second year. Candidates 
may visit the Hospital by arrangement with the Physician- 
Superintendent. 

Application forms from the Secretary, Registrars Committee, 
43, Banbury-road, Oxford, to be returned by 31st December, 
1956. 

PLYMOUTH. SOUTH DEVON AND EAST CORNWALL 
HOSPITAL 

SENIOR HOUSE OFFICER in Surgery, vacant Ist February, 
1957. Recognised for the F.R.C.S. Greenbank Road Section. 

HOUSE SURGEON (pre-registration post), vacant immedi- 
ately. Recognised for the F.R.C.S. Greenbank Road Section. 

HOUSE SURGEON (pre-registration post), vacant Ist 
January, 1957. Recognised for the F.R.C.S. Freedom Fields 
Section. 

Applications, stating age, nationality, qualifications and 
experience, together with the names and addresses of 3 referees, 
to be sent to 

ARTHUR R. CasH, Group Secretary, Plymouth, 

South Devon and East Cornwall General Hospital Group. 

7, Nelson-gardens, Stoke, Plymouth. 

POOLE GENERAL HOSPITAL, Poole, Dorset. Bourne- 
MOUTH AND EAST DORSET HOSPITAL MANAGEMENT COMMITTEE. 
HOUSE SURGEON (pre-registration) required. The post, 
which becomes vacant on 17th December, is recognised for 
F.R.C.S. and F.R.C.S. Ed. 

Applications to the Hospital Secretary. 

READING AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. Applications are invited for the post of 
RESIDENT SENIOR HOUSE OFFICER (Area Accident and 
Orthopedic Department), vacant mid-December. tecognised 
for F.R.C.S._ Duties including work in area Casualty Depart- 
ment at Battle Hospital, Reading (300 Beds). Person appointed 
will work with Registrar and House Officers. 

Apply, stating nationality, present post and qualifications 

with dates, together with names of 2 referees, to Group Secretary, 
3, Craven-road, Reading. 
READING COMBINED HOSPITALS. Area Department 
OF OBSTETRICS AND GYNASCOLOGY. (100 Beds.) Applications 
are invited from registered medical practitioners for the resident 
post of HOUSE SURGEON to the above Department. The 
appointment, which is vacant on Ist January, 1957, is for 1 
year, with 6 months gynecology at the Royal Berkshire Hospital, 
and 6 months in the Maternity Unit at Rattle Hospital. Both 
appointments are recognised for the Diplomas of the Royal 
College of Obstetricians and Gynecologists. 

Write, stating age and qualifications with dates, nationality 

and present appointment, with copy of 1 recent testimonial, to 
Secretary, Royal Berkshire Hospital, Reading. 
REDHILL COUNTY HOSPITAL, Eariswood Common, 
REDHILL. HOUSE SURGEON, Pre-registration post vacant 
Ist February. Recognised for F.R.C.S. Good prospect of House 
Physician appointment to follow, if required. 


Apply Group Secretary, Redhill Hospital Management 
Committee, Earlswood Mount, Pendleton-road, Redhill, Surrey 
(Tel. Redhill 3581, ext. 20). 


ROYAL HOSPITAL. (Acute 

Applications are invited for the 
non-resident post of CASUALTY OFFICER (Senior House 
Officer grade). Post vacant 18th December, 1956. 

Applications, with names of 2 referees, to the Administrative 
Officer at the above Hospital. 

ROCHDALE INFIRMARY. Senior House Officer (Anaws- 
thetics) required. 

Applications, with names and addresses of 2 referees and 
full particulars, to Group Secretary, Central Offices, Birch Hill 
Hospital, Rochdale, Lancs, as soon as possible. 
ROMFORD, ESSEX. OLDCHURCH HOSPITAL. 
Beds.) SENIOR HOUSE OFFICER (neurosurgery) required 
from 18th January, 1957. Suitable for candidates seeking Sy ary 
——_ al or surgical qualifications. Recognised for the F.R. 
(Eng 

Apply to Secretary, Romford Group Hospital Management 
Committee, Oldchurch Hospital, Romford, as soon as possible. 
SALFORD, 6. HOPE HOSPITAL. Salford Hospital 
MANAGEMENT COMMITTEE. RESIDENT CLINICAL PATHO- 
LOGIST required for Group Laboratory at Hope Hospital. 
Post vacant end of January. Previous experience in pathology 
not necessary. 

Applications, stating age, qualifications and 
together with the names and addresses of 2 referees, 
addressed to the Hospital Secretary. 

SALISBURY GENERAL HOSPITAL. Paediatric House 
OFFICER, Odstock Hospital, 55 medical and surgical beds. 


RICHMOND, SURREY. 
General Hospital—121 Beds.) 


(722 


experience, 
should be 


Recognised for D.C.H. Vacant 25th January. 
Applications, with names and addresses of 2 referees, to 
Group Secretary, Salisbury Group Hospital Management 


Committee, Odstock Hospital, Salisbury. 

SALISBURY GROUP HOSPITAL MANAGEMENT COM- 
MITTEE. Applications are invited from registered general practi- 
tioners for the appointment of MEDICAL OFFICER to Fording- 
bridge Infirmary, on the basis of 2 sessions per week. 

Further details may be obtained from the Group Secretary, 
Odstock Hospital, Salisbury, to whom applications giving full 
details and the names of 2 referees, should be sent by 18th 
December. 
SHREWSBURY. 
COPTHORNE HOSPITAL. 


ROYAL SALOP INFIRMARY AND 

(500 Beds.) RESIDENT ANASSTHE- 
TIST (Senior House Officer). Post recognised for F.F.A.R.C.S. 
Registrar also employed. Vacant Ist January, 1957. 


Applications and copy testimonials to Group Secretary, 


Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
60 





ROYAL SALOP INFIRMARY/COP- 
THORNE HOSPITAL. (500 Beds.) HOUSE a (pre- 
registration or otherwise), vacant 19th January, 1957 

Apgremets. with copy testimonials, to Group Secretary, 


SHREWSBURY. 


Royal Salop Infirmary, Shrewsbury. £4 
SHREWSBURY. ROYAL SALOP INFIRMARY. (216 
Beds. ) HOUSE SURGEON, vacant 16th January, 1957. 


gy ye Recognised for the 

_- with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. ROYAL SALOP INFIRMARY. Chil- 
DREN’S UNIT. SENIOR HOUSE OFFICER or HOUSE 
OFFICER (pediatric). Appointment for 6 months in the first 
instance. The Unit consists of medical, surgical and fever beds. 
Vacant 5th January, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. CROSS HOUSES HOSPITAL. (34 
maternity beds.) OBSTETRIC HOUSE SURGEON (pre- 
registration post), vacant immediately. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury en Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBUR EYE, EAR AND THROAT HOSPITAL. 
SENIOR HOU ae OF FIC ER (ophthalmic). Eye Unit 35 Beds. 
Post recognised for the D.O.M.S. Vacant 19th January, 1957. 

Applications, with copy testimonials, to Group Secretary, 
Shrewsbury Hospital Group, Royal Salop Infirmary, Shrewsbury. 
SHREWSBURY. SHELTON MENTAL HOSPITAL. 
(1000 Beds.) SHREWSBURY HOSPITAL GRouP. JUNIOR HOS- 
PITAL MEDICAL OFFICER. Appointment for 1 year in first 
instance. Residential accommodation availabke. Recognised 
for D.P.M. 

Applications to Medical Superintendent. 

SHEFFIELD. CITY GENERAL HOSPITAL. Applications 
are invited for the following resident (pre-registration) posts 
becoming vacant on 15th January, 1957. 

HOUSE PHYSICIAN (general medicine ). 

HOUSE PHYSICIAN (peediatrics). 

HOUSE SURGEON (orthopeedics). 

Applications, giving full details of age, nationality, qualifica- 
tions, present and previous appointments with dates, and the 
names of 2 persons to whom reference may be made, should be 
forwarded to the Group Secretary, Nether Edge Hospital, 
Sheffield, 11. 

SHEFFIELD REGIONAL HOSPITAL BOARD. Sheffield 
NATIONAL CENTRE FOR RADIOTHERAPY. Whole-time NON- 
RESIDENT SENIOR REGISTRAR required. Candidates 
should possess the Diploma in Radiotherapy or a higher quali- 
fication in medicine or surgery. Duties mainly in Sheffield but 
there may be occasional duties at associated Centres in the 
Region. Appointment for 1 year in first instance, reviewable 


annually. 

Apply to Secretary, Sheffield Regional Hospital Board, Old 
Fulwood-road, Sheffield, by 17th December, 1956, giving age, 
nationality, qualifications, present and previous appointmer nts 
with dates, naming 3 referees. 

SHEFFIELD. THE UNITED SHEFFIELD HOSPITALS. 
Applications invited for the following posts :— 
Royal Hospital Unit 

(a) NON-RESIDENT REGISTRAR in 
Post vacant 16th January, 1957. 

Closing date for applications 12th December, 1956. 

Children’s Hospital 

(bo) From registered medical practitioners for the 
post of HOUSE PHYSICIAN to the Professorial Unit. 
19th January, 1957 (6 months). 

Closing date for applications 18th December, 1956. 

Applications, stating age, qualifications and experience, 
the names of 3 referees should be sent as follows : 

For post (a): The Chief Administrative Officer, The 
Sheffield Hospitals, West-street, Sheffield, 

For post (6): The Superintendent, 
Western Bank, Sheffield, 10. 

Copy testimonials may be included for post (6). 


candidates eligible. 





General Medicine. 


resident 
Vacant 


with 





United 


Children’s Hospital, 


SULLY HOSPITAL, Sully, Penarth, Glamorganshire. 
(Thoracic Centre—324 Beds.) SENIOR HOUSE OFFICER 
(medical), required commencing February, 1957. Experience 


available in investigation and treatment of all lung and heart 
diseases in adults and children. 


Form of application from Group Secretary, 44, Cathedral-road, 


Cardiff. 
SCOTLAND. EASTERN REGIONAL HOSPITAL 
BOARD. Radiodiagnosis. DUNDEE TEACHING HOSPITALS. Appli- 


cations are invited for an appointmert as SENIOR REGIS- 
TRAR in Radiodiagnosis at Dundee Royal Infirmary (510 Beds) 
the main general teaching hospital associated with the U niversity 
of St. Andrews. Possession of the Diploma in Radiology is 
essential. Salary and conditions of service in accordance with 
national agreement. 

Forms of application and further particulars from the Secretary 
to the Board, 430, Blackness-road, Dundee, with whom appli- 
cations must be lodged not later than 22nd December, 1956. 
SCOTLAND. NORTH-EASTERN REGIONAL HOS- 
PITAL BOARD. Applications are invited for the full-time post of 
SENIOR REGISTRAR in Psychiatry. Duties are in rotation 
and will be carried out at the Department of Psychological 
Medicine, Royal ——— ee under the Board of Management for 
the Aberdeen General ospitals and at Kingseat ———. 
Newmacher, and the Royal Mental Hospital under the Board of 
Management for the Aberdeen Mental Hospitals. Candidates 
should have experience in their specialty and preferably hold the 
appropriate higher qualification. 

Applications, giving 2 names for reference, ag be sub- 
mitted by 22nd December, 1956, to the Secretary, 1, Albyn- 
place, Aberdeen, from whom further particulars may BX. 
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SCOTLAND. NORTHERN REGIONAL HOSPITAL 
BOARD. Applications are invited for a whole-time post of 
MEDICAL REGISTRAR at the Inverness Hospitals. Main 
duties are at Raigmore Hospital. 

Schedules of application and further particulars are obtainable 
from the undersigned, to whom applications should be submitted 
by 22nd December, 1956. 

A. M. FRASER, M.D 
Secretary and Administrative Medical Officer. 
Office of the Northern Regional Hospital Board, 
Raigmore, Inverness. 
SCOTLAND. WESTERN REGIONAL HOSPITAL 
BOARD. Applications are invited for the appointment of 
SENIOR REGISTRAR in Pathology with primary duties in 
Hematology and Blood Transfusion, based at Stobhill General 
Hospital, Glasgow, which will be for 1 year in the first instance, 
This appointment is subject to the National Health Service 
(Scotland) (Superannuation) Regulations. 

Applications (12 copies), stating date of birth, qualifications, 
experience, present appointment, and the names of 3 referees, 
to reach the Secretary, Western | Regional Hospital Board, 
64, West Regent-street, Glasgow, ©.2, by 22nd December, 1956. 
SKIPTON (near). GRASSI INGTON HOSPITAL. (208 
Beds.) JUNIOR HOSPITAL MEDICAL OFFICER required 
for the above Hospital, which provides treatment for tuber- 
culosis patients. men and women. Accommodation available for 
single applicants. 

Applications to Medical Superintendent. 

SKIPTON (near), GRASSINGTON HOSPITAL. (208 
Beds.) SENIOR HOUSE OFFICER required for the above 
Hospital, which provides treatment for tuberculosis patients, 
men and women. Accommodation available for single applicants. 

Applications to Medical Superintendent. 

SLOUGH, BUCKINGHAMSHIRE. UPTON HOSPITAL. 
WINDSOR GROUP HOSPITAL MANAGEMENT COMMITTEE. Locum 
HOUSE PHYSICIAN required 31st December-—13th January. 
Ty Applications, with names of 2 referees, to Secretary, not 
later than 19th December. : 
SOUTH EAST METROPOLITAN REGIONAL HOS- 
PITAL BOARD. Applications are invited for an appointment as 
Whole-time REGISTRAR in Obstetrics and Gynecology to 
fill a vacancy in the approved trainee establishment at the 
Brighton and Lewes Groups of hospitals. The appointment will 
be in accordance with the terms and conditions of service of 
hospital medical and dental staffs (England and Wales), and 
will be for 1 year in the first instance. 

Applications, giving particulars of age, qualifications and 

experience with relevant dates, together with the names and 
addresses of 2 referees, to be sent to the Secretary, Registrars 
Committee, 11, Portland-place, W.1, not later than 22nd 
December, 1956. 
SOUTHAMPTON CHEST HOSPITAL. Thoracic Surgical 
UNIT. (80 surgical beds.) SOUTH WEST METROPOLITAN REGIONAL 
HOSPITAL BOARD. Applications are invited for the post of 
REGISTRAR, vacant immediately. Previous experience in 
thoracic surgery is not essential, but grounding in general surgery 
is necessary. This Unit covers all branches of thoracic surgery 
including cardiac surgery. 

Application forms may be obtained from the undersigned, to 
whom they should be returned not later than Wednesday, 
19th December, 1956. 

FRANK JENNINGS, Group Secretary, 
Southampton Group Hospital Management Committee. 
Bullar-street, Southampton. 
SOUTHAMPTON. ROYAL SOUTH HANTS HOS- 
PITAL. (278 Beds.) SENIOR HOUSE OFFICER (orthopedic), 
required for the above Hospital (Orthopedic Unit 74 Beds) in 
February. This Hospital is the centre to which all trauma from 
a large industrial town and port is directed, thus providing 
excellent experience in the treatment of traumatic conditions. 

Applications, with copies of testimonials, to be submitted 
as soon as possible to the Secretary, Southampton Group 
Hospital Management Committee, Bullar- -street, Southampton. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. | Applica- 
tions are invited for the post of SENIOR HOUSE OFFICER 
3 Post vacant 16th January, 1957. Recognised for 
F.R.( 


Saale ations, stating age, qualifications and experience, 
with copies of 2 recent testimonials, should reach the undersigned 
at the Hospital by 13th December, 1956. 

J. C. FIELD, Secretary. 
SOUTHEND-ON-SEA GENERAL HOSPITAL. Applica- 
tions are invited for appointment as HOUSE PHYSICIAN 
(pre-registration). Post vacant 17th January, 1957. 

Applications, stating age, qualific ations and previous experi- 
ence, with copies of recent testimonials (1 testimonial sufficient 
from applicants for first appointment) to reach the undersigned 
by 13th December, 1956 . FreLp, Secretary. 
SOUTHPORT GENERAL INFIRMARY. (Recognised 
for F.R.C.S. and pre-registration.) HOUSE SURGEON (general 
surgery and ophthalmology). Post vacant 12th January, 1957 

Apply, with 2 copy testimonials, to Group Secretary, Southport 

and District Hospital Management Committee, Promenade 
Hospital, Southport. 
SOUTHPORT GENERAL INFIRMARY. (Recognised 
for F.R.C.S. and pre-registration.) HOUSE SURGEON (general 
surgery and gynecology). Post vacant 20th January, 1957. 

Apply, with 2 copy testimonials, to Group Secretary, Southport 


and District Hospital Management Committee, Promenade 
Hospital, Southport. 
STOKE-ON-TRENT. RTH STAFFORDSHIRE 


ROYAL INFIRMARY. HOUSE HY SICIAN (general medicine) 
with Dermatology. Pre-registration post. 
Detailed applications, with copy testimonials, to —_ 
Secretary, Hospital Management Committee, Princes-roa 
po wd Trent. 





8ST. ALBANS CITY HOSPITAL, St. Albans, Hertford- 
SHIRE. (384 Beds.) HOUSE SURGEON (House Officer grade) 
required for 1 of the 2 general surgical teams. Recognised for 
F.R.C.S. Post vacant 7th January, 1957, and tenable for 6 
months. Preference given to candidates seeking post under the 
Medical Act, 1950. 

Applications to Secretary, Mid Herts Group og Manage- 
ment Committee, Bleak House, Catherine-street, St. Albans. 

ST. HELENS AND DISTRICT HOSPITAL MANAGE- 
MENT COMMITTEE. WHISTON HOSPITAL, PRESCOT. (892 Beds.) 
Avpite ations are invited for the appointment of RESIDENT 

NAESTHETIST at the above Hospital. The post is in the 
Foo ma House Officer grade, and is recognised for training for the 
Fellowship of the Faculty of Anesthetists. 

Applications, stating age, qualifications and experience, 
and giving 2 names for reference, should be sent to the under- 
signed immediately. N. RICHARDS, Secretary. 

Group Office, Whiston Hospital, Prescot. 

STAFFORD. STAFFORDSHIRE GENERAL INFIR- 
MARY. (175 Beds—Recovery Unit 32 Beds.) HOUSE 
SURGEON (pre-registration post), vacant 26th December. 
At end of term of service the successful applicant will be con- 
sidered for appointment to a pre-registration post of House 
Physician if he or she has not held such an sopeines. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 

Seer STAFFORDSHIRE GENERAL INFIR- 

(175 Beds—Recovery Unit 32 Beds.) HOUSE 
PHYSICIAN (pre-registration post), vacant 10th January. At 
end of term of service the successful applicant will be considered 
for appointment to a pre-registration post of House Surgeon if 
he or she has not held such an appointment. 

Applications to Group Secretary, Stafford Hospital Manage- 
ment Committee, 13, Foregate-street, Stafford. 
SUNDERLAND AREA HOSPITAL MANAGEMENT 
COMMITTEE. RESIDENT ANASSTHETIST is required for 
duties at hospitals in the above Group, Senior House Officer 
grade. Post vacant December. The post offers good practical 
experience under the supervision of the visiting Anesthetists. 
The hospitals are recognised for the F.F.A.R.C.S. and the D.A. 
In addition every opportunity is given to attend lectures at the 
neighbouring University 12 miles away. 

Apply to the Group Secretary, Sunderland Area Hospital 

7 Committee, General Hospital, Sunderland, naming 
2 referees. 
SUNDERLAND. ROYAL INFIRMARY. (300 Beds.) 
HOUSE OFFICER (Male) required for duties in Gyneecological 
and Urological Units. Post vacant January, 1957. Provisionally 
registered practitioners may apply. 

Applications, naming 2 referees, to the Hospital Secretary, 
Royal Infirmary, Sunderland. 

SUNDERLAND. ROYAL INFIRMARY. House Surgeon 
required. Post vacant January, 1957, is recognised for pre- 
registration experience. 

Apply, naming 2 referees, to the Hospital Secretary, Royal 
Infirmary, Sunderland. 

SWINDON AND DISTRICT HOSPITAL MANAGEMENT 
COMMITTEE. SWINDON HOSPITALS. Applications invited for gost 
of RESIDENT HOUSE SURGEON for General Surgical Unit 
of 80 Beds at Victoria Hospital. Recognised for F.R.C.S. and 
training under pre-registration internship regulations, and 
vacant on 17th January, 1957. Married accommodation available. 

Full details, with names of 3 referees, to Secretary, 7, Okus- 
road, Swindon, immediately. oe 
TORQUAY. TORBAY HOSPITAL. (166 general beds.) 
RESIDENT HOUSE OFFICER (surgical), Male or Female 
required approximately middle Jannary, 1957. Post recognise ised 
for F.R.C.S. and pre-registration purposes. There is a comple- 
ment of 6 Resident House Officers. 

Applications, stating qualifications, nationality, and age, 
together with copy testimonials (quoting reference F.955/74) 
to the Group Secretary, Torquay District Hospital Management 
Committee, Torbay Hospital, , Torquay, 8. Devon. 
TUNBRIDGE WELLS. KENT AND SUSSEX HOSPITAL. 
Wy are invited for the post of Part-time CLINICAL 

SISTANT to the E.N.T. Department of the above Hos <a 
ane under the general direction of the Consultant E. 
Surgeons. The post is at present for 3 sessions a week ; omens 
£175 p.a. per session. 

Applications, stating age, 
with names of referees, to Group Secretary, 
Group Hospital Management Committee, 
Tunbridge Wells, Kent. She res 
WARWICK HOSPITAL. (320 Beds.) Senior House 
OFFICER (anesthetics), for duties mainly at the above Hos- 
pital. The post is vacant, recognised for D.A. and F.F.A.R.C.8. 

Applications, with names of 3 referees, to Medical Superin- 
tendent. 

WARWICK HOSPITAL. 
Post recognised pre-registration. 
January. 

Applications, with 2 testimonials, to Medical Superintendent. 
WARWICK HOSPITAL. (320 Beds.) House Surgeon. 
Pre-registration or registered candidates may apply. Good 
experience in general surgery. Vacant 25th January. Married 
quarters available. 

Applications, with 2 testimonials, to Medical Superintendent. 
WIGAN AND LEIGH HOSPITAL MANAGEMENT 
COMMITTEE. 

Royal Albert Edward Infirmary, Wigan 

3 HOU SE SURGEONS (pre-registration posts). 

Leigh Infirmary 

HOUSE SU RGEOX (pre-registration post). 
Vacant early January. 

Applications, with names of 2 referees, to the Secretary, 
Knowsley House, Wigan. 








qualifications and experience, 
Tunbridge Wells 
Sherwood Park, 


(320 Beds.) House Physician. 
Resident. Vacant 25th 
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WIGAN AND LEIGH GROUP OF HOSPITALS. Registrar 
in Chest Diseases to the above Group. 2 busy chest clinics and 
opportunity to gain experience in Thoracic Surgical Unit. 

Applications, with names of 2 referees, to Secretary, Knowsley 

House. Wigan. 
WIGAN. ROYAL ALBERT EDWARD INFIRMARY. 
RESIDENT SURGICAL REGISTRAR required at above 
Infirmary, vacant Ist January, 1957. Preference given to holders 
of higher surgical qualifications. Post recognised for F.R.C.S. 

Apply, with names of 2 referees, to Secretary, Wigan and 

Leigh Hospital Management Committee, Knowsley House, 
Wigan. 
WATFORD. SHRODELLS HOSPITAL. (General Hospital 
—380 Beds.) Applications are invited for the post of SENIOR 
HOUSE OFFICER to the Geriatric Unit. This unit of 180 Beds, 
under full-time Geriatrician, offers excellent clinical experience 
in diagnosis and treatment of acute and other illnesses in the 
elderly. Full laboratory and radiological facilities available. 
Adequate time for reading. 

Applications, together with copies of not more than 2 testi- 

monials, to reach the Medical Officer-in-Charge as soon as 
possible. 
WATFORD. SHRODELLS HOSPITAL. (380 Beds.) 
Applications are invited for the post of HOUSE PHYSICIAN 
(pre- or post-registration), to take up duty at the end of 
December 

Applications, with copies of 2 testimonials, should reach the 

Medical Officer-in-Charge as soon as possible. 
WATFORD. SHRODELLS HOSPITAL. (380 Beds.) 
Applications are invited for the post of GYNAZ®COLOGICAL 
HOUSE OFFICER (pre- or post-registration), to take up duty 
on ist January. If held by a registered medical practitioner the 
post will be paid on Junior Hospital Medical Officer scale. 

Applications, with copies of 2 testimonials, should reach the 
Medical Officer-in-Charge as soon as possible. 
WELSH REGIONAL HOSPITAL BOARD. 
(plastic surgery), St. Lawrence Hospital, Chepstow (177 Beds). 
Expected to visit other hospitals in South Wales area. Con- 
siderable opportunities for training in specialty. Accommodation 
for single person. Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 
WELSH REGIONAL HOSPITAL BOARD. 

REGISTRAR (general medicine), Maelor General Hospital 
and War Memorial Hospital, Wrexham. Resident/non-resident. 


Registrar 


REGISTRAR (orthopedics), Royal Gwent Hospital, New- 
port. Separate Fracture and Orthopedic Unit (36 Beds). Own 
Outpatient, X-ray and Rehabilitation Departments. Non- 


resident. 

Subject to review end of first year. 

Application forms from Senior Administrative Medical Officer, 
Temple of Peace, Cathays Park, Cardiff, within 14 days. 


WILLERBY, EAST YORKSHIRE (near HULL) DELA 


POLE HOSPITAL, (1174 Beds—mental illness and nervous 
disorders. ) 
(a) JUNIOR HOSPITAL MEDICAL OFFICER. The 


successful candidate will be engaged on work in the admission 
wards to a considerable extent and for duties at a Psychiatric 
Day Clinic to be opened shortly. 

(6) JUNIOR HOSPITAL MEDICAL OFFICER. This is 
a newly established post which is intended to give the successful 
candidate a good indication of Mental Hospital Practices. 

Hospital has admission-rate of over 850 annually. Modern 
reception hospital, villas, and neurosis unit. All modern methods 
of treatment practised. If desired facilities for attending the 
Leeds University will be provided if studying for the D.P.M. 

Application forms from Group Secretary, Hull B Hospital 
Management Committee, at the above address. 
WINCHESTER. ROYAL HAMPSHIRE COUNTY HOS- 
PITAL. (313 Beds.) HOUSE SURGEON to the Senior Surgeon, 
vacant Ist January. 

Applications, with copies of 2 testimonials, to be sent to the 
Group Secretary. 


WINDSOR. KING EDWARD Vil HOSPITAL. Resident 


SURGICAL REGISTRAR required, February. 
Application forms obtainable from, and returnable to, 
Secretary, Windsor Group Hospital Management Committee, 


Alma-road, Windsor, by 23rd December. 
WOLVERHAMPTON AND MIDLAND COUNTIES EYE 
INFIRMARY. SENIOR HOUSE OFFICER required. 100 Beds 
and busy Outpatient Department. Recognised for F.R.C.S. and 
D.O.M.S. examinations. 

Applications to Secretary, 

WOLVERHAMPTON GROUP. The Royal Hospital. 
JUNIOR PATHOLOGIST required. Salary in Junior Hospital 
Medical Officer grade. Comprehensive service offering wide 
experience and training. Post vacant shortly. Candidates may 
visit Pathologist. 

Applications to The 

Wolverhampton. 
WOLVERHAMPTON. NEW CROSS HOSPITAL. Senior 
HOUSE OFFICER required as sole resident for 45 obstetric 
beds. Post recognised for D.Obst.R.C.0O.G. Married quarters 
available. 

Applications to Secretary. 

WOLVERHAMPTON. THE ROYAL HOSPITAL. Senior 
HOUSE OFFICER (anesthetics). Post vacant 16th January, 
1957. Recognised for D.A. and F.F.A.R.C.S. 

Apply Secretary with copies of testimonials. 
WOLVERHAMPTON. THE ROYAL HOSPITAL. (An 
Associated Hospital of the University of Birmingham Medical 
School.) Pre-registration HOUSE OFFICERS. 

Vacancies in Surgery occur December, early January and 

mid-January. 

Applications, with copies of testimonials, to the Secretary. 


Group Secretary, Royal Hospital, 
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WORCESTER ROYAL INFIRMARY. Applications invited 
for the post of SENIOR HOUSE OFFICER in Medicine (resi- 
dent), vacant mid-January. The post is that of Resident 
Medical Officer and is normally of 1 years duration. 
Applications, with names of referees, to be sent to the Hospita} 
Secretary. 
B.W.I. UNIVERSITY COLLEGE HOSPITAL OF THE 
WEST INDIES. Applications are invited for the post of REGI- 
STRAR in the Department of Diagnostic Radiology, vacant 
April, 1957, at the above-named teaching Hospital which is in 
special relationship with the University of London. Preference 
will be given to candidates holding a Diploma in Diagnostic 
Radiology. The appointment will be for 1 year in the first 
instance, subject to renewal. Salary will be in the scale £900- 
£100-£1100 : £1200-—£100-£1500 p.a., depending on experience 
and qualifications. Single accommodation and board are pro- 
vided at a deduction from salary of £145 p.a. or, if available, 
an unfurnished flat may be provided at 5% of salary. Return 
passages by sea will be paid for 1 person only. : 
Further information may be obtained from the Hospital 
Manager and Secretary, University College Hospital, Mona P.O., 
Jamaica, B.W.I., to whom applications stating age, nationality, 
qualifications, and details of previous experience, together with 
3 recent testimonials or the names and addresses of 3 referees 
and including the date on which the candidate would be available, 
should be sent by 3lst December, 1956. 
CANADA. OTTAWA GENERAL HOSPITAL. Applica- 
tions for appointments to the RESIDENT STAFF for the year 
commencing Ist July, 1957, are now being received. This is a 
600-Bed teaching general hospital affiliated with the Medical 
School of Ottawa University. Postgraduate training in medicine, 
obstetrics, and gynecology, peediatrics, pathology, psychiatry, 
and surgery is approved by The Royal College of Physicians and 
Surgeons of Canada towards the fellowship or specialty certi- 
fication and for junior rotating internship by the Canadian 
Medical Association. Remuneration from $900 to $1800 p.a. 
Travelling expenses advanced to selected candidates from over- 
seas, 


Apply to Medical Director, Ottawa General Hospital, 
43, Bruyere-street, Ottawa 2, Ontario, Canada. 
NEW YORK. NEW ROCHELLE HOSPITAL, New 


ROCHELLE, NEW YORK, U.S.A. (360-Bed general community 
hospital.) Approved by the Joint Commission on Accreditation 
of Hospitals. Also approved by the American College of Surgeons 
and American Medical Association for Interneship and Residency 
training. Only graduates from approved university schools 
accepted. INTERNESHIPS available for the 1 year term com- 
mencing Ist July, 1957. Stipend is $200 per month plus complete 
maintenance. Passage back to England paid by Hospital after 
completion of 12-month Interneship. 

Apply Superintendent. 
U.S.A. AMERICAN INTERNSHIP. Rotating internship. 
general hospital, A.M.A. approved, 250 Beds. Municipal hospital 
in city adjoining Boston, EEeconchasettn. Salary $137.50 per 
month, including room and board. Excellent living-quarters. 

Replies to Dr. JoserH P. LEONE, Director Quincy City 
Hospital, 114, Whitwell-street, Quincy 69, Massachusetts, U.S.A. 
U.S.A. MIRIAM HOSPITAL, 164, Summit-avenue, 
PROVIDENCE 6, RHODE ISLAND, U.S.A. INTERNSHIP. For Ist 
July, 1957, appointment. 150-Bed, voluntary general hospital. 


U.S. Department of State’s Exchange Visitor Programme 
P-1514. 1-year Internship. Approved by American Medical 
Association (pre-requisite for specialty residency). Internship 


rotates trainee through supervised services in medicine, surgery, 
obstetrics, peediatrics, ansesthesia, pathology and radiology. 
Remuneration $200 per month, plus full maintenance, 2 weeks 
paid vacation. The education programme of this Hospital is 
conducted by Alex. M. Burgess, M.D., 8C.D., F.A.C.P., Director 
of Professional Education. 

Write air-mail to I. HERBERT SCHEFFER, M.D., Executive 
Director, for application blank and detailed information. 


Public Appointments 





le A 1 
COMMITTEE. Applications are invited from registered medical 
practitioners (Men or Women) for appointment as SCHOOL 
MEDICAL OFFICER in the School Health Service. The 
possession of a D.P.H. or D.C.H. will be an advantage. Salary 
in accordance with Whitley Council scale of £1050-£50-£1200-— 
£55-£1475 p.a. Appointment is subject to the appropriate 
superannuation act and to the passing of a medical examination. 

Forms of application obtainable from the undersigned 
(stamped addressed envelope) must be returned not later than 
31st December, 1956. Canvassing disqualifies. 

E. L. Russet, Chief Education Officer. 

School Health Service, Queen’s College Chambers, 

38a, Paradise-street, Birmingham, 1. 

DERBY. COUNTY BOROUGH OF DERBY. Education 
COMMITTEE. Applications are invited for the post of SCHOOL 
MEDICAL OFFICER AND ASSISTANT MEDICAL OFFICER 
OF HEALTH in the Public Health Department and School 
Health Service. Salary £1050-€1475. Car allowances. Appli- 
cants must be’ duly registered medical practitioners and the 
possession of the D.P.H. or D.C.H. is desirable, though not 
essential. Duties will include work in connection with School 
Health and Child Welfare Services, and such other duties as 
may be required by the Council. The Officer appointed will be 
required to devote his/her whole-time to the duties of the post, 
and to act under the instructions of the Medical Officer of 
Health. The post is superannuable, and the selected candidate 
will be required to pass a medical examination. The appoint- 
ment will be held during the pleasure of the Council and is 
terminable by 2 months notice on either side. 

Application forms may be obtained from the Director of 
Education, Education Office, Becket-street, Derby, to whom 
they should be returned, together with copies of not more than 2 
recent testimonials, not later than 15th December, 1956. 
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DURHAM COUNTY COUNCIL. Applications invited 
from registered medical practitioners (Men and Women) for 
appointment as SCHOOL MEDICAL OFFICER. Applicants 
must have had at least 3 years experience in the practice of 
their profession. Salary scale £1050-£50-—£€1200-£55-£1475 p.a. 
Further details and form of application from undersigned. 
Completed applications by 17th December, 1956. 
G METCALFE, Director of Education. 
Shire Hall, Durham, 15th November, 1956. 


GOVERNMENT OF QATAR, Persian Quilf. State 
MEDICAL SERVICE. Applications are invited for the post of 
GOVERNMENT RADIOLOGIST under the State Medical 
Officer, Sorommnens of Qatar, Doha, Persian Gulf. 

re : Candidates should hold the recognised 
diplomas and be familiar with deep the rapy technique. 

Salary : According to scale M1 starting at Rupees 3500 
an Arabic month (equivalent to approximately £3150 a 
Gregorian year) with annual increment of Rs. 100 a month in 
a scale of Rs. 3500—Rs. 4100. 

Gratuity : A gratuity is payable on completion of contract, 
based on i months salary per completed year of service. 

Probation : Probationary period of 6 months during which 
contract may be terminated at 3 months notice by the Govern- 
ment without the necessity for stating its reasons. 

Contract : A 3-year contract—subject to successful comple- 
tion of probationary period. The employee may terminate the 
contract at 3 months notice after completing 1 year of service. 

N.H.S. Superannuation : Rights to superannuation benefits 
would continue to accrue (on payment of contributions) for 
not more than 3 years. 

Accommodation : Free furnished accommodation, fuel, 
light and water. Married accommodation will be provided in 
accordance with the rules but in no case before successful com- 
pletion of probationary period. 

Leave : Will be earned at the rate of 6 days for each completed 
month of duty 

Free Trave On first journey to Qatar, leave (not exceeding 
1 return first-class B.O.A.C. passage in each year), and termina- 
tion for applicant, wife, and children up to 18 years of age. 

General : The climate is hot for about 5 months of the year 
but this is offset by air-conditioning in staff houses and offices 
(as also in the Hospital). Good climate for the rest of the year. 
No income-tax. Duty car allowance. Free medical and dental 
treatment. 

Applications endorsed ‘“‘ Government Radiologist,” giving 
full personal particulars, including age, education, nationality, 
marital status, religion, qualifications, training, past experience 
and employment, names of 3 referees and dated photograph, 
should be sent in duplicate to the Adviser to the Government 
of Qatar, P.O. Box 36, Doha, Qatar, Persian Gulf. 2 further 
copies of the application and attachments similarly ‘endorse d 
should be forwarded to C. TENNANT Sons & Co. LIMITED, 
4, Copthall-avenue, London, E.C.2. 


MANCHESTER CORPORATION HEALTH DEPART- 
MENT. ASSISTANT MEDICAL OFFICER required for duties 
mainly concerned with the City Council’s schemes for immunisa- 
tion and bee Salary £1050-€50-£1200-—£55-41475. 
Medical Council ‘ ’ conditions of service. 

Application ahd (returnable by 15th December, 1956) from 
the Town Clerk, Town Hall, Manchester, 2. 


HER MAJESTY’S OVERSEA CiVIL SERVICE. Federa- 
TION OF NIGERIA. Applications invited from doctors with medical 
qualifications registrable in United Kingdom for following 
posts in the Niger:an Federal Service :— 

ANZSTHETIST to administer anesthetics in Government 
Hospitals in Lagos, instruct junior medical officers and perform 
such other duties as may be assigned to him. Candidates must 
possess the Diploma in Anesthetics (if ah en prior to Novem- 
ber, 1953) or Fellowship of the Faculty of Anmsthetists. The 
selected candidate will be appointed either Special Grade Medical 
Officer or as a Specialist. 

SPECIALIST PSYCHIATRIST to undertake investigations 
on mental illness in Nigeria ; examine and treat mental cases ; 
advise on matters connected with mental health with particular 
reference to organisation and expansion of Mental Health 
Services, training of staff and legislation. Candidates must 
possess a Diploma in Psychological Medicine or equivalent 
qualifications. 

Appointments may be made :— 

(a) On 3 years probation for permanent and pensionable 
employment. Pension (non-contributory) at rate of 1/600th 
of final pensionable emoluments for each completed month of 
reckonable service. 

(6) From the National Health Service, retaining super- 
annuation rights up to 6 years: gratuity (taxable) of 20% of 
the aggregate of salary payable. 

Salary including inducement addition for officers appointed 
under (a) and (6) ranges from £1326 to £1950 p.a. for Special 
Grade Medical Officers. Specialist salary is £2220 p.a. 

(c) On short-term contract (2 tours of 18-24 months duration) 
with inclusive salary of from £1536 to £2286 p.a. for Special 
Grade Medical Officers. Specialist salary is £2664 p.a. On 
completion of contract a gratuity (taxable) is paid at rate of 
med 10s. for each completed period of 3 months service (including 
eave). 

Officers appointed under (a) or (c) are required to contribute 
to a Widows’ and Orphans’ Pension Scheme. 

Quarters at low rental. Free return passages for Officer and 
wife. Return passages for children, up to the age of 18, provided 
this does not exceed cost of 2 adult return passages in any 1 
tour of service. Children’s (separate domicile) allowance of 
£75 a year for each of up to 2 children under 18, ceasing if 
children join parents in Nigeria. Income-tax at low local rates. 
Local leave is permissible and generous home leave is granted 
after each tour. 

posteetion forms from Director of Recruitment, Colonial 
Office, London, 8.W.1 (quoting No. BCD. 117/14/025). 








HER MAJESTY’S OVERSEA CIVIL SERVICE. Uganda. 
SPECIALIST (E.N.T.) required at Mulago apapenital and 
European and Asian Hospital, Kampala, for E.N.T. work, and 
to undertake certain teaching duties in relation to the Makerere 
College Medical School. Work will be primarily with Africans 
and Government officials, their families and others entitled to 
free medical attention ; also to give advice on E.N.T. matters 
and to undertake such tours to district units as may be required 
by the Director of Medical Services. Candidates must possess 
medical qualification registrable in the United Kingdom and 
at least 5 years postgraduate experience in E.N.T. work. The 
F.R.C.S. is essential and an additional qualification such as 
D.L.O. would be an asset. Appointment on permanent basis 
with pension (non-contributory) or on short-term contract with 
gratuity. Salary from £2300 to £2400 a year, starting point 
determined by qualifications and experience. Pension earned 
at rate of 1/600th of final pensionable emoluments for each 
completed month of service. Gratuity (taxable) for contract 
service is 134% of total salary drawn, not including allowances. 
Candidate from National Health Service may retain super- 
annuation rights up to 6 years and receive gratuity (taxable) 
of 20% of salary after engagement. Quarters provided at low 
rental, furniture supplied at rental of £21-£24 a year. Free 
passages provided in both directions ; for officer serving tour 
of 30-36 months, 4 air passages for Officer, wife and dependent 
children or sea passages up to cost of 3 adult fares ; for officer 
serving short tour of 12-18 months, passages for Officer, wife, 
and all dependent children. Educational subsidies are payable 
which vary from £90 a year (or half the school fees, whichever 
is less), for primary education for first child, to £190 a year 
(or three-fifths of school fees, whichever is less) for secondary 
education for each of second and subse quent children. Educa- 
tion facilities are available in East Africa, though many parents 
send their children to United Kingdom for secondary education. 
Income-tax at local rates. Local leave permissible and generous 
home leave granted after each tour. : 

Application forms from Director of Recruitment, Colonial 

Office, London, S.W.1 (quoting No. BCD.117/9/027). 
HER MAJESTY’S OVERSEA SERVICE. Kenya. Medical 
OFFICERS with qualifications registrable in United Kingdom 
required for general duties. Successful candidates may be posted 
to any station in Kenya. During earlier years of service an officer 
will be expected to carry out general medical and surgical duties 
including varying amount of public-health administration. In 
most stations, even if remote from the larger towns, it is possible 
to maintain interest in any particular branch of medicine or 
surgery, to which the officer is attracted. The work of every 
medical officer is based on a hospital which may vary in size 
and facilities from small district hospital, meeting needs of 
comparatively ——— community, to large and modern pro- 
vincial hospita Appointments can be made on permanent 
basis with pension (non-contributory), or on short-term contract 
with gratuity (taxable) payable on satisfactory completion of 
service. Normal retiring age is 55. Salary ranges from £1284 
to £2115 a year, starting point determined by experience. 
4 extra increments given to successful candidates possessing the 
F.R.C.S., M.R.C.P., D.P.H., or other approved higher qualifica- 
tions. Permanent Medical Officers are eligible to be considered 
at any time for promotion to super-scale posts in Kenya and 
other territories in medical administrations or, if they possess 
higher qualification and suitable experience, in specialist posts. 
Quarters at rental varying from £30 to £78 a year according to 
size and type, and furniture at rate varying from £15 to £36 a 
year. Frge passages in both directions for Officer and wife and 
up to cost of 1 adult fare for children. Taxation at local rates. 
Annual local leave permissible and generous home leave granted 
after each tour of from 24 to 45 months. Educational facilities 
available. 

Application forms from Director of Recruitment, Colonial 
Te Smith-street, London, S.W.1 (quoting No. BCD. 
STAFFORDSHIRE COUNTY COUNCIL. ointment 
of ASSISTANT COUNTY MEDICAL OFFICER aw SCHOOL 
MEDICAL OFFICER, South Staffs Area. Applications are 
invited from fully qualified medical practitioners and those 
holding the Diploma of Public Health will be given preference. 
The candidate appointed will undertake clinical work in the 
Scheol Health and Child Welfare Services under the direction 
of the County Medical Officer of Health, and will be required to 

rform such other duties as may from time to time be prescribed. 

he salary scale is £1050-£50—£€1200-£55-£1475, and increments 
may be given for previous similar service. The appointment will 
be terminable by 3 months notice in writing on either side and 
subject to the provisions of the appropriate Superannuation 
Acts and Regulations, in which connection the selected candidate 
must pass a medical examination and submit his or her birth 
certificate. 

Forms of eopiecation may be obtained from the County 
Medical Officer, County Buildings, Stafford, to whom they should 
be returned when completed not later than by 15th December, 
1956. T. H. Evans, Clerk of the sr el Council. 
County Buildings, Stafford, 15th November, 1956 2 al 


THE MEDICAL SERVICE OF THE ROYAL NAVY 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of | 
3 years, on termination of which a gratuity of £450 (tax , 
free) is payable. Ample opportunity is granted for transfer 
to Permanent Commissions on completion of 1 year’s total 
service. Officers so transferred are paid instead a grant of 
£1500 (taxable). 

All entrants are required to be British subjecta whose 
parents are British subjects, to be medically fit, and to 
pass an interview. 

Full particulars from the Admiralty Medical Depart- 
re ah Queen Anne’s Mansions, St. James’s Park, London, | 
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NORFOLK. COUNTY OF NORFOLK. The Norfolk 
County Council and the County District Councils concerned 
invite applications from registered medical practitioners holding 
the Diploma in Public Health for the whole-time appointment 
of ASSISTANT COUNTY MEDICAL OFFICER AND DIS- 
TRICT MEDICAL OFFICER OF HEALTH for Area No. 7 
comprising Downham Market Urban District, Downham Rural 
District and Marshland Rural District with a total population of 
approximately 43,000. The person appointed will be employed 
for seven-elevenths of his time as Assistant County Medical 
Officer and four-elevenths as District Medical Officer of Health. 
He will act as an Assistant County Medical Officer under the 
direction of the County Medical Officer and as District Medical 
Officer of Health he will be subject to the instructions of the 
District Councils concerned. The combined salary scale will 
be £1646 rising to a maximum of £1917 p.a. Travelling and 
subsistence expenses will be paid in accordance with the County 
Council’s scales. 

Application forms together with further particulars of the 
appointment, can be obtained from the County Medical Officer, 
29, Thorpe-road, Norwich, to whom completed application 
forms should be returned not later than 19th December, 1956. 
NORTHAMPTONSHIRE. Applications are invited from 
registered medical practitioners holding a D.P.H. for the appoint- 
ment of DISTRICT MEDICAL OFFICER OF HEALTH for 
the Borough of Daventry and the Rural Districts of Brixworth 
and Daventry and ASSISTANT COUNTY MEDICAL OFFICER 
OF HEALTH for the same area. The Officer will act under the 
County Medical Officer of Health as Assistant County Medical 
Officer. The salary scales are: (i) for the post of Medical 
Officer of Health for the District Councils £920—€1030 p.a. ; 
and (ii) Assistant County Medical Officer £656—-£922 p.a. A 
travelling allowance will be paid on the scale from time to time 
approved by the County Council. Office accommodation and 
clerical assistance will be provided. The appointment is subject 
to: (a) the Local Government Act, 1933, and the Sanitary 
Officers (Outside London) Regulations, 1935 and 1951 ; (6) the 
Local Government Superannuation Acts ; and (c) the passing 
of a medical examination. The Officer will be required to devote 
his whole time to the duties of the appointment, to reside within 
the area for which he acts, and to discharge the obligations 
imposed on a District Medical Officer of Health by the relevant 
Acts, Orders, and Regulations. As regards the duties of District 
Medical Officer of Health, the Officer will be subject to the 
control and direction of the several Councils. The appointment 
will be determinable upon 3 months notice on either side. 

Applications, stating age, qualifications, and experience, with 
the names of 3 referees, should reach the Clerk of the County 
Council by 22nd December, 1956. 

J. ALAN TURNER, Clerk of the County Council. 

County Hall, Northampton. 

ROTHERHAM. COUNTY BOROUGH OF ROTHERHAM. 
Applications are invited from registered medical practitioners 
(Male) for the post of DEPUTY MEDICAL OFFICER OF 
HEALTH AND DEPUTY PRINCIPAL SCHOOL MEDICAL 
OFFICER at a salary within the consolidated range of £1380 

£55 (4)-£50 (1)-€1650. The commencing salary will be deter- 
mined at a point within the scale, having regard to the experience 
of the successful candidate. Applicants must possess a D.P.H. 
and have had previous experience in school health, maternity 
and child welfare, and general public health work. The person 
appointed will be responsible, under the direction of the Medical 
Officer of Health, for carrying out administrative and other 
duties in all sections of the work of the Health Department, 
and must be capable of assuming full responsibility for the 
Department when necessary. The appointment is whelo-tienn, 
and the successful candidate will not be allowed to engage in 
private practice. The appointment will be terminable at any 
time by 3 months notice in writing on either side and will be 
subject to the Medical Whitley Council’s General Conditions of 
Service for Public Health Medical Officers. The appointment is 
also subject to the approval of the successful candidate by the 
Minister of Education under the School Health Service and 
Handicapped Pupils Regulations 1953. The successful candidate 
will be required to pass a medical examination for superannuation 
purposes. Housing accommodation is available if required. 

Forms of application and further information may be obtained 
from the Medical Officer of Health, Municipal Offices, Rother- 
ham, and must be returned to the undersigned, giving the names 
of 3 referees, and endorsed ‘* Deputy Medical Officer of Health,”’ 
by 2nd January, 1957. Canvassing of members of the Council, 
whether direct or indirect, will disqualify any candidate. 

JouHNn 8S. WALL, Town Clerk. 

Municipal Offices, Rotherham. 


YORKSHIRE. COUNTY COUNCIL OF THE WEST 
RIDING OF YORKSHIRE. Applications are invited from registered 
medical practitioners, Men or Women, for the post of ASSIS- 
TANT COUNTY MEDICAL OFFICER AND SCHOOL 
MEDICAL OFFICER in the Settle Division of the County, 
comprising the Bowland, Sedbergh, and Settle Rural Districts. 
The Assistant will be on the staff of the County Medical Officer’s 
Department, but will work under the administrative direction 
of the Divisional Medical Officer for the area. The scale of 
salary is £1050-£1475 p.a. Re-designation of the post to that 
of Senior Assistant County Medical Officer and School Medical 
Officer with a salary range of £1150-£1575 p.a. is at present 
under consideration, and applicants must be in possession of the 
D.P.H, or be nearing the completion of training for the D.P.H. 
Travelling and subsistence allowances according to the County 
Council’s scale are payable in addition to salary. The post is 
superannuable and the successful applicant will be required to 
pass a medical examination as to physical fitness. 

Forms of application can be obtained from the undersigned, 
to whom they should be returned not later than 22nd December, 
1956. J. Woop-W11s0n, County Medical Officer. 

County Hall, Wakefield. 





LEEDS. CITY OF LEEDS. Public Health Department. 
Applications are invited from suitably qualified and registered 
Male or Female medical practitioners for the post of ASSISTANT 
MEDICAL OFFICER for general work in the Public Health 
Department. The duties of the appointment will include work 
in connection with immunisation and infectious diseases control, 
medical supervision of a long-stay children’s home for tuber- 
culosis contacts, and a certain number of maternity and child 
welfare clinic sessions. Opportunity will be given to the successful 
candidate to take the part-time D.P.H. Course at the Leeds 
University if it is so desired. The Medical Officer appointed will 
work under the immediate direction of the Medical Officer of 
Health and his Deputy. Salary scale £1050-£50 (3)-£1200 
£55 (5)-£1475 p.a. In determining the commencing salary, due 
consideration will be given to previous experience and quali- 
fications. The first increment will take effect on Ist April 
following the completion of 6 months satisfactory service. he 
person appointed will be required to pass a medical examination 
and to contribute to the superannuation fund established under 
the Local Government Superannuation Acts, 1937-53. 
Applications, endorsed ‘* Assistant Medical Officer,’’ must be 
delivered at the Public Health Department, 25, East-parade, 
Leeds, 1, not later than 10 a.m. on Monday, 7th January, 1957. 
Canvassing in any form, either directly or indirectly, will be a 
disqualification. I. G. Davies, Medical Officer of Health. 


General Practice 


For an Executive Council post Gapiend and Wales) apply on form E.C.16a 
obtainable from the council. Mark envelope ** Vacancy.” 
BURLEY-IN-WHARFEDALE. Applications are invited 
for VACANCY at Burley-in-Wharfedale (urban and _ rural). 
List at present 1724. Residence and surgery probably not 
available for successful applicant. Apply dn Form E.C.16a 
to the undersigned, from whom further particulars may be 

obtained, not later than 15th December, 1956. 

C. H. STABLER, Clerk of the West Riding Executive Council. 

5, St. John’s-north, Wakefield. 
BUSH HILL PARK WARD OF ENFIELD. Applications 
invited for VACANCY. List at present approximately 3500. 
Intermediate area. Premises may be available. Apply on 
Form E.C.16A before 15th December, 1956, to the Clerk, 
Middlesex Executive Council, Gloucester House, Gloucester 
Gate, London, N.W.1. 
GRIMSBY, LINCOLNSHIRE. Applications invited for 
VACANCY chiefly urban. List at present approximately 1100. 
Residence and surgery available. Apply on E.C.16a before 
14th December, 1956, to— 

<. PRIDGEON, Clerk of the Grimsby Executive Council. 
91, Cleethorpe-road, Grimsby. 


Hospital Services : Non-Medical Appointments 
ROYAL MARSDEN HOSPITAL, Fulham-road, S.W.3. 
SENIOR MEDICAL ARTIST required to work on research, 
teaching and exhibition material. Appointment for 1 year 
in the first instance with grant according to experience and 
qualifications, minimum £650 (superannuable) renewable 
annually with increments. 

Apply, quoting age, education, training, and giving the names 
of 2 referees, to the House Governor, by 15th December, 1956. 


Miscellaneous 


Western Australia. Unopposed Seaside Country Town. 
Surgeon required as Partner (or Assistant with view). Modern 
hospital (40 Beds), theatre air-conditioned. Flying Doctor 
base hospital. Practice income (solo) £7500 last 3 years. Sub- 
stantial increase likely with 2 doctors. Goodwill half-share 
£2500, terms. Salary while assistant £45 per week. Non-catholic 
preferred. Accommodation. Fishing, shooting, sunny climate. 
Vendor trained Middlesex Hospital, London.—Apply air-mail, 
age, experience, capital, &c. Address, No. 267, THE LANCET 
Office, 7, Adam-street, Adelphi, London, W.C.2. 

Applicants for the post of Medica! Practitioner for the 
leading Pharmaceutical Company, “ Lancet” 13th and 20th 
October, are herein thanked for their applications and advised 
that the vacancy has been filled. Pies Ree te eae 
Harley-street (adjacent), ground and first floor un- 
furnished consulting-rooms to let.— Details of WalTE & WAITE, 
36, Cavendish-square, W.1 (MAY. 4912, Ext. 5). 

“ Pregnancy Diagnosis by the Xenopus Method,” 24-hour 
service. Send specimen of urine and £1 Is. fee. Hematology, 
Biochemistry, Flame Photometry._-WELBECK BIOLOGICAL 
LABORATORIES, 26, Park-crescent, Portland-place, W.1 
(MUSeum 5386-7). 

Applicants for posts requiring testimonials copied or 
duplicated should communicate with MANTON SECRETARIAL 
SERVICE Lrp., 98, Victoria-street, S.W.1 (Phone : 
0141), who are specialists in this kind of work. 
Typewriting and Duplicating. First-class work at moder- 
ate prices by experienced medical typists. Electric machines. 
—SyYBIL RANG, 21, Heath-street, Hampstead, London, N.W.3 
(HAM 5329/0504). 

Microscopes. Highest prices paid for good modern types. 
Send or bring your Me oe for valuation.—-WaALLACE HEATON 
Ltp., 127, New Bond-street, W.1. _ eas ria 
Foley Whickham, 4, Royal Hotel Shops, Scarborough. 
Specialist in 17th Century County Maps. Framed or unframed. 
Ski-ing private party, Austria, 2 weeks beginning February. 
A-class hotel inclusive fare £31 10s. Vacancies.—Address, No. 
265, Tue LANCET Office, 7, Adam-street, Adelphi, London, W.C.2, 
Experienced Chauffeuse seeks re-engagement. London.— 
Address, No. 266, THe LANCET Office, 7, Adam-street, Adelphi, 
London, W.C.2. 
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' Effective in a wide range \ 


\. of Childhood Illness ,/ 


Suspension Chloromycetin* Palmitate, | a palatable liquid preparation of 


broad-spectrum antibiotic to infants 


\ 
I 
Chloromycetin, simplifies the J administration of this potent 
; and children, or to those patients 
l 


unable to swallow capsules. Each teaspoonful (4 c.c.) provides 


125 mg. Chloromycetin. Suspension 


Chloromycetin Palmitate has been 
used successfully in many serious | respiratory infections of childhood, 
including staphylococcal pneumonia, | bronchiolitis, laryngotracheobronchitis 


and early pertussis, as well as in acute I infantile gastroenteritis and urinary infections. 


—<_— — — 


Suspension PAC auyaite Palmitate 


ca %. *Trade Mark 
3 
aid 


Ai’ Parke-DavisS & COMPANY LTD. (inc. U.S.A) HOUNSLOW, MIDDLESEX. Tel: Hounslow 2361 
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